Arizona Administrative Register

Notices of Proposed Rulemaking
NOTICES OF PROPOSED RULEMAKING

Unless exempted by A.R.S. § 41-1995, each agency shall begin the rulemaking process by first filing a Notice of Proposed Rule-
making, containing the preambie and the full text of the rules, with the Secretary of State’s Office. The Secretary of State shall
publish the notice along with the Preamble and the full text in the next available issue of the Arizona Administrative Register.

Under the Administrative Procedure Act (A.R.S. § 41-1001 ef seq.), an agency must allow at least 30 days to elapse after the pub-
lication of the Notice of Proposed Rulemaking in the Register before beginning any proceedings for adoption, amendment, or
repeal of any rule. AR.S. §§ 41-1013 and 41-1022.

NOTICE OF PROPOSED RULEMAKING

TITLE 6. ECONOMIC SECURITY

CHAPTER 8. DEPARTMENT OF ECONOMIC SECURITY -
BLBER-AMEBERIEANS AGING AND ADULT ADMINISTRATION

PREAMBLE
I. Sections Affected: Rulemaking Action:

Re-8-205 Repeal
R6-8-205 New Section
R6-8-206 Repeal
R6-8-206 New Section
R6-8-207 Repeal
R6-8-207 New Section
R6-8-208 Repeal
R6-8-208 New Section
R6-8-209 Repeal
R6-8-209 New Section
R6-8-210 Repeal -
R6-8-210 New Section
R6-8-211 Repeal
R6-8-211 New Section
R6-8-212 Repeal
R6-8-212 New Section
R6-8-213 Repeal
R6-8-213 New Section
R6-8-214 Repeal
R6-8-214 New Section
R6-8-215 Repeal
R6-8-216 Repeal
R6-8-217 Repeal
R6-8-218 Repeal
R6-8-219 Repeal
R6-8-220 Repeal
R6-8-221 Repeal
R6-8-222 Repeal
R6-8-223 Repeal
R6-8-224 Repeal

2. The specific authority for rulemaking, including both the authorizing statute (general) and the statutes the vules are
implementing (specific):
Authorizing statutes: AR.S. §§ 41-1954(A)(3) and 46-134(12)

Implementing statutes: AR.S. §§ 46-451, 46-452, 46-433, 46-454, and 46-433
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3, The name and address of agency personnel with whom persens may communicate regarding the rulemaking:
Name: Vista Thompson Brown

Address: Depariment of Economic Security
"~ P.O. Box 6123, Site Code 837A
Phoenix, Arizona 85005

Telephone:  (602) 542-6555
Fax: {602) 542-6000

4. An explanation of the rule, including the agencv’s reasons for initiating the rule:
Arizona started its Adult Protective Services Program (APS) in 1975 pursuant to Title XX of the federal Social Security Act. The

current rules were originally adopted in July 1976 to provide guidelines for the operation of social services programs. The ruies
identify procedures for reporting and investigating aliegations of abuse, neglect, or exploitation of incapacitated or vulnerable
adults. The rules have not been revised or updated since their implementation. In 1980, the state of Arizona began adopting stat-
utes to operate APS as a mandated program. The APS statutes have been revised and amended since their implementation, and as
a result the rules are now outdated. In this rulemaking package, the Department is adopting a new, comprehensive set of rules to
govern APS program operations. The new rules will be consistent with current federal and state authority and with current pro-
gram policy and practice.

The rules also reflect a recodification, Historically, rules governing the Aduit Protective Services (APS) Program have been codi-
fied in 6 A.A.C. 5, Article 56. With the exception of the APS rules, the rules in Chapter 5 govern the Department’s programs for
children and families. Because the APS govern a program that is primarily designed for older persons, these rules are more appro-
priately codified in Chapter 8, which contains rules applicable to older persons.

The recodification is also more consistent with the Department’s organizational structure and the Divisions which use apply the
rules. The Department’s Division of Children and Family Services is responsible for the programs using the rules in Chapter 5.
The Department’s Division of Aging and Community Services is responsible for the programs using the rules in Chapter 8.

5. A showing of good cause why the rule is necessary to promote statewide interest if the rule will dimirish & previous grant of

authority of a political subdivision of this state.
Not applicable.

6. The prefiminary summary of the economic, small business and consumer impact:
There will be no economic impact on small businesses as the rules do not change the mandatory reporting requirements established
by A.R.S. § 46-454. Consumer impact will also be minimal as the underlying substantive requirements are unchanged. The rules
themselves have been updated to include new language and to reflect statutory changes that have oceurred during the past 20 years.

7.  The name and address of agency personnel with whom persons may communicate regarding the accuracy of the economic,
small business, and consumer impact statement;

Name: Vista Thompson Brown

Address: Bepartment of Economic Security
P.O. Box 6123, Site Code 837A
Phoenix, Arizona 85005

Telephone:  (602) 542-6555

Fax: (602) 542-6000

8. The time, place, and nature of the proceedings for the adoption, amendment. or repeal of the rule or, if no preceding is
scheduled, where, when and how persons may request an oral proceeding on the proposed rule:
A person may submit written comments on the proposed rules or economic impact statement by submitting the commentis no later
than the close of record, which is scheduled for $ p.m., April 26, 1996, to the person specified above.

Oral proceedings are scheduled as follows:

PHOENIX/DISTRICT I:

Date: April 25, 1996

Time: 1:30 p.m.

Location: DES Conference Room

815 North 18th Street
Phoenix, Arizona

Coordinating Program Manager: Vince Ornelas (602) 255-3722
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TUCSON/DISTRICT H:

Date: April 25, 1996

Time: _ 1:30 pm.

Location: DES Conference Room
400 West Congress #420

Tucson, Arizona
Coordinating Program Manager: Henry Granillo (520) 628-6810

FLAGSTAFF/DISTRICT 1i:

Date: April 25, 1996

Time: 1:30 p.m.

Locatioa: DES Conference Room
220 North LeRoux

Flagstaff, Arizona
Coordinating Program Manager: Pam Estretla (520) 779-2731

YUMA/MISTRICT IV:

Date: April 25, 1996

Time: 1:30 p.m.

Location: DES Conference Room

350 West 16th Street
Yuma, Arizona

Coordinating Program Manager: Tim Acuff (520) 782-4342

CASA GRANDE/DISTRICT V:

Date: April 25, 1996

Time: 1:30 p.m.

Location: DES Conference Room
2510 North Trekell

Casa Grande, Arizona

Coordinating Program Manager: Clay Ross (520) 836-2351]

BISBEE/DISTRICT VL

Date: April 25, 1996

Time: 1:30 pm.

Location: DES Conference Room

209 East Bisbee
Bisbee, Arizona

Coordinating Program Manager: Marty White (520) 432-5703

The Department of Economic Security (DES) follows and supports Title II of the Americans With Disabilities Act. The Depart-
ment of Economic Security does not discriminate against persons with disabilities who wish to make oral or written comments on
the proposed rulemaking or otherwise participate in the public comment process. Persons with disabilities who need accommoda-
tion (including auxiliary aids or services) to participate in the above-scheduled hearings may contact the coordinating program
managers identified above, at least 72 hours before the scheduled hearing, to request accommodation. To request accommodation
to participale in the public comment process or to obtain this notice in large print, Braille, or on audiotape, contact Vista Thomp-
son Brown at (602) 542-6555, P.O. Box 6123, Site 837A, Phoenix, Arizona 85005; TDD Relay (800} 367-893¢.

9. Any other matters preseribed by statute that are applicable to the specific agency or to any specific agency or to any specific
rule or class of rules,
Not applicable.

10. Incorporations by reference and their locations in the rules:
Not applicable.
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11. The full text of the rules follows:

TITLE 6. ECONOMIC SECURITY

CHAPTER 8. DEPARTMENT OF ECONOMIC SECURITY
OB ERAMERICANS AGING AND ADULT ADMINISTRATION

ARTICLE 2. ADULT PROTECTIVE SERVICES

Section
R6-8-208, Definitions
RG.5-30¢. e idetinesfor-s . st ve-Sored

Referrals

R6-8-206.  Reporting Reguirements for Adult Protective Ser-
vice Cases

RE-8-207  EheibiliveforSon

R6-8-207.  Eligibility for Services

RE8.008. = =

R6-8-208.  Jurisdiction

Ré-5-265-

R6-8-209. Classification
R6-8-210. Investipation
FvareyTs Ctckines ForE inima )

P ve-Beme
R6-8-211. Case Planning

R6-8-212.  Refusal of Services by the Adult or Guardian
REEa sy - -
R6-8-213.  Cage Closure

RG-S e

R6-8-214,  Confidentiality
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Definitions

In addition to the definitions in A.R.S. § 46-451, the following def-

initions apply in this Article unless the context reguires otherwise.

1
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id
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i

=
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“Adult” means a person 18 years of age or older.

“Adult Protective Services” or “APS” means a program
within the Department of Economic Security which pro-
vides protective services,

“Conservator” _means a person who has been appointed

by a court to manage the affairs of another, as prescribed

in A.R.S. § 14-5401 et seq.

“Danger to self” means:

g, “Behavior which _as a result of a mental disorder,
constitutes a_danger of inflicting serious physical
harm_upon _oneself. including attempted suicide or
the serious threat thereof, if the threat is such that
when_considered in the lipht of its context and in

light of the individual s previous acts, it is substan:
tially_supportive of an_expectation that the threat
will be carried out;

b, Behavior which_as a result of a mental disorder,
will _without hospitalization,_result in serious physi-
cal harm or serious illness to the person, except that
this_definition _shall not_inglude behavior which
establishes only the condition of gravely disabled”.
ARS. §36-501(5).

“Department” means the Department of Economic Secu-

Hty.,

“Gravely disabled”  means “a condition, gvidenced by

behavior in which a person, as a result of a mental disor-

der, is likely to come to serious physical harm, pr serious
iliness because he is unabie to provide for his basic phys-

ical needs”. AR.S. §36-501

4

‘Guardian” means a person who has been appointed by a

court to manage the affairs of another, as prescribed in
ARS. §14-5401 et seq.
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3.

&

“Information and referral” _meang the provision of jnfor-
mation er referral to help a person who contacts or is
reported to the Department who_is not alleped to be
abused, neglected. or explojted. to locate, and obtain help
with a problem,

&

“Intake” means a duty performed by APS staff in receiv-

ing reports or praviding informatjon and referral.

“Jurisdiction” means the state of Arizona, exclusive of

Native American Reservation jand.

“Life-threatening situation” means a situation or circum-

stance that is likelv fo resnit in death if not corrected by

medical or law enforcement intervention,

“Mental disorder” means “a_substantial disorder of a

person's emotional processes, thought, cognition, or

memory. Mental disorder is_distinguished from:

g  Conditions which are primarily thoye of drug abuse,
alcoholism or mental retardation, unless, in addition
to | or more of these conditions, the person has a
mental disorder;

b The declining mental abilities that directly accom-
pany impending death; and

c. Character and personality disorders characterized

by lifelong and deeply ingrained anti-social behav-

ior_patterns, including sexual behaviors which are

abnormal _and prohibited by_statute unless the

behavior results from a mental disorder”. ARS.

36-501,

13. “Personally identifiable information” means any informa-

tion that can indicate a person’s identity including:
Name;

Address;

Telephone number;

Fax number;

Photograph;

Fingerprints;

Physical deseription;

Place, address. or telephone number of employment;
Social security number; .

Tribal affiliation;

Tribal identification number;

Driver’s license number;

APS worker narrative; or

. Any other identifier specific to an individual.
“Prepetition screening” means the “review of each appli-
cation requesting court-ordered evaluation, including an
investigation_of facts alleged in such application an
interview with each applicant and an interview, if possi-
ble, with the proposed patient. The purpose of the inter-
view with the proposed patient is to assess the problem,
explain the application, and when indicated, attempt to
persuade the proposed patient to receive, on a voluntary
basis, evaluation or_oiher services”. ARS § 36-
501(30).

“Protected person’’ means "a minor or any gther person
for whom ¢_conservator has been appointed or any other

FEE b e jege o

protective order has been made”. A R.S. § 14-5101(4).

16. “Protective services” means “a program_ of identifiable

and specialized social services that may offer social ser-
vices appropriate 1o resolve problems of abuse,_expioita-
tion, or reglect of an incapacitated or vulnerable adult”.
ARS §46-4S1{AYE)

“Record” means a collection of documents, including
ectronic documents, related to casework about a person
reported to APS, or receiving APS services.

1]
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18. “Report” means a communication which alleges abuse,
neglect, or exploitation of an_incapacitated or vulnerable
aduit, or information regarding an _aduit who may be in

19, “Special visitation warrant” means an order of the Supe-
rior court that is issued as prescribed in ARS. § 14-
5310.01 and which permits an APS worker, accompanied
by_a peace officer, to visit the residence of an adult
believed to be incapacitated and abused, neglected, or
exploited.

20, “Work dav™ means 8 a.m. to § p.m., Monday through Fri-
day, excluding Arizona state holidays.

R6-8-206.
Service Cases
Upon receipt of a report. as prescribed in AR.S. § 46-454, _APS
shall ask the reporting source to provide:

Reporting Requirements for Adult Protective

1. All information as prescribed in A R.S. § 46-454(CY; and,
2. As much information regarding the allepedly incapaci-
tated, or vulnerable adult as is available to the source
including:
a.  The names and addresses of those involved and their
roles;
b.  The length of time the situation has been ongoing:
c. Theclient’s functional level;
d.  Whether other asencies are providing assistance
and, if so. what type of assistance: and,
e, Any other information that mav assist the APS
worker in the ipvestigation,
L) i cas) i are b bt o it

R6-8-207.
To be eligible for APS services, a person shall be:
Aspe 18 vears or older;

Incapacitated or vuinerable;

The victim or alleged victim of abuse, neglect, or exploi-
tation; and

Eligibility for Services

jwipa)—

L

Within the jurisdiction,
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Ro-8-208. Jurisdiction

A. An APS worker shall not investigate reports of events which

oceurred in another state. foreign country. or Indian reserva-
tion.

When the Department receives a report of alleped abuse
neglect or exploitation of a person who is outside of the juris-

diction, the Department shall make a report to the appropriate
state, international, or tribal government or social services

agency.
R6-8-209:

I

R6-8-209.  Classification
At intake, an APS worker shall classify the incoming cormmunica-

tion into 1 of the following 3 categories:
1. Information znd referral:

Report accepted for evaluation and investigation: or
Report zecepted for evaluation, but not investigation.

2,
3

A Wher—an-aduit-is-harmed—er-threaiened—with—hasn—and—it

e - o £t

5 piand
appeinted-ae-suardian:

R6-8-210, Investigation
A. Reporis accepted for evaluation and investigation:

L In_alleped life-threatening situations, the APS worker

shall refer the reporting source or initiate contact with:

Local law enforcement authorities,
Paramedics. or
An emergency medical team.
When an APS worker investipates a situation that may
present a danger to the APS worker or client, the APS
worker may ask law enforcement authorities to partici-
pate in the investipation either at the time of the report or

upon arrival at the scene.
An APS worker shall visit 2 person who may be in need

of adult protective services within 2 work davs after
receipt of a report. _

The APS worker shall investigate, determine, and docu-
ment in the record whether:

a. Theallepations are substantiated,

b.  Theclient needs services
c.

d.

e =

U

|~

=

e —_ AR
The client will accent services,

The client appears able to provide informed consent
for the provision of services,

¢, The Department needs to request an outside mental
heaith assessment. or
f.  The Depantment needs to file for a special visitation

warrant,
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5. To make the assessment described in subsection (A)4), R6-8-212.  Refusal of Services by the Adult or Guardian
the APS worker_shall consider all relevant circumstances A,  Anadult mav refuse adult protective services,
regarding the client, which may include the following: B. Ifan APS worker believes that a client in need of services is.a
a. The client’s appearance, danger to seif or gravely disabled due to a mental disorder. as
b. Identifving information prescribed in AR.S. § 36-501 or in need of a guardianship or
¢ Financial information, conservatorship, the APS worker may obtain further assess-
d. Existing protective arrangements, ment of the client’s physical or mental health,
¢. Physical status including anv disabilities, 1. Ifthe assessment determines that the client is a danger to
f.  Medications, self or gravely disabled due to a mental disorder, as pre-
g Medical history, scribed in A.R.8. § 36-501 or in need of a guardianship
h. Mental status, or_conservatorship APS shall take action to protect the
i Functional status, client.
L Behavioral status, 2. The action may include:
k. Social environment, a.  Seeking a special visitation warrant if the APS
L. Physical environment. worker is denied access to a client,
m. Nutrition, b.  Petitioning for appointment of a conservator or
0. Services provided bv other resources, guardian, of
o. The client’s perception of the situation, and, Applying for greget:t:on screening,
p. The perception of the client’s situation by: €. A guardia n_may refuse services on behalf of a protected per-
i.  Family, son.
ii. Neighbors, D. Ifan APS worker finds that a guardian is not acting in the best
iii, Caregivers, interest of a protected person, the APS worker mav petition the
iv. Friends or court to review the guardianship, The petition shall include the
v. Other concerned parties. specific reasons that the APS worker believes that the guardian
B. Reports Accegted for Evaluation but net Investigation: is not acting in the best interest of the ward.
APS may_classify a report as not accepted for investigation L . .
because of- ) Re-8-213- ‘ bega#-ﬁerwees—m%ﬁt—l‘ret-eehve—&emes
1 Insufficient information: A
2. Sufficient involvement of other resources:
3. The situation is known to APS and the report does not
provide additional information; or,
4. The client’s need is_for placement into a care facility

only.
R6-83 Guidet formD) iniva-Need-for-Ongol

€ rrmestehesirevaluationivreoded:

R6-8-211. Case Planning

A. The APS worker shall maintain a case plan for clients in need 2 . . .
of protective services. - In frereage shouid bl athiit-protectiveservieces-werker-be

1. Thecase plan shall contain:

2. Specific goals and obiectives, R6-8-213.  Case Closure
b, Qutline of casework activities for achieving objec-  APS may close a case when:
tives, and, 1. Allegations of abuse, neglect. or exploitation are not sub-
¢. Time frames for achieving objectives, stantiated;
B.  An APS worker shall: 2. Ihe abuse neslect. or exploitation is successfully
1. Involve the client in identifying and understanding the resolved;
client’s needs and planning of services to address those 3. The client’s capacity is not in guestion, and the client is
needs, unless the client’s mental or physical condition refusing APS involvement or ks not accepting viable rem-
prevents the client from participating in planning; edies for prevention of risk:
2. Locate persons who can help the client achieve planned 4. The client is admitted to care in a state institution or other
goals; care facility;
3. Regularly assess the client’s progress towards the goals; 3. The client has moved outside the jurisdiction;
4. Revise poals to meet the chanping needs of the client: 6. The client dies;
and, 1. Contact with the client is lost and attempts 1o reestablish
5. Coordinate with other apencies to_address the client’s have failed; or,
needs. 8. Guardianship or conservatorship is obtained,
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R6-8-214. Confidentiality

A

i

e

S

I

March 22, 1996

All personally identifiable information is confidential as pre-
scribed in ARS. § 41-1959. A person who is entitied to
obtain information pursuant to AR.S. § 41-1959(C) and who
wishes to_obtain information shall comply with the require-
ments of this Section.

The requester shall send a written request to the APS program
manager for the office where the requester believes the records
are located; the request shall include the following informa-
tio;

=

The name. address, and tefephone number of the person,
organization, or entity requesting information;

If the request is on behalf of an organization or entity. the
name and title of the person signing the request;

The purpose for which the information is sought;
The Saction of A.R.S. § 41-195%C) authorizing the per-

son to obtain the information;

The name of the client who is the subiect of the APS
report, with as much of the following information as the
requester can provide:

Other possible spellings, names, or aliases of the cli-
ent;

The approximate date of the APS report; and

Any other data that the requester believes will be
likely to_assist the Department in identifying the
information requested.

Upon receipt of a request for information, the Department
shall determine if the request is complete. If the request is not
complete, the Department shall contact the requester for the
missing information,
The receipt date is the day that the receiving office designated
on the reguest actually receives the complete request,

The Department shall respond to the reguester within 15 work
davs,

The person releasing the information shall decument in_the
case record:

o

Bl

{on

I=

i3 il

1. The name of the person to whom the information was
released,

2. The date and method of release, and

3. A description of the information released.
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NOTICE OF PROPOSED RULEMAKING

TITLE 20. PROFESSIONS AND OCCUPATIONS

CHAPTER 6. DEPARTMENT OF INSURANCE

PREAMBLE
1. Sections Affected Rulemaking Action
R20-6-1101 Amend
R20-6-1102 Amend
R20-6-1104 Amend
R20-6-1105 Amend
R20-6-1108 Amend
R20-6-1110 Amend
R20-6-1113 Amend
R20-6-1114 . Amend
Appendix B Amend
Appendix C Amend
Appendix D Amend
Appendix E Amend
Appendix ¥ New Appendix

2.  The specific autharity for the rulemaking, including both the authorizing statute eneral) and the statutes the rules are

implementing {specific);
Authorizing statutes: A.R.S. §§ 20-143 and 20-1133

Implementing statute: A.R.S. §20-1133

3. The name and address of agency personnel with whom persons may communicate regarding the rulemaking:

Name: Gregory Y. Harris
Address: Depariment of Insurance
2910 North 44th Street, Suite 210
Phoenix, Arizona 85018
Telephone:  (602) 912-84351
Fax: (602) 912-8452

4. An explanation of the rule, including the agency's reasons for inifiating the rule:

Medicare Supplement insurance is regulated by the state based on minimum standards prescribed by federal law. These changes
reflect changes to federal law at 42 U.S.C. Sec. 1395 ss (a) and (b). In addition, disclosure forms dictated by federal law will be
adopted. Without these changes, Medicare Supplement insurance policies may not be sold in Arizona after April 28, 1996, except
as directly regulated by the Federal Department of Health and Human Services/Health Care Financing Administrations (DHHS/
HCFA). Now, 42 U.S.C. Sec. 1395 ss (a) and (b) requires DHHS/HCFA to certify that 2 state’s Medicare supplement regulatory
program meets the current standards of the Model Medicare Supplement Act and Regulation adopted by the National Association
of Insurance Commissioners. These changes precisely mirror the changes required by DHHS/HCFA.

5. Ashowing of geod cause why the rule is necessary to promote a statewide interest if the rule will diminish a previous grant of
authority of a political subdivision of this state:

Not applicable.

6. The preliminary summary of the economic, small business. and consumer impact:
These amendments are required by federal law of all issuers of Medicare Supplement insurance. Any cost associated with these
amendments is the result of federal law and not the result of adoption of these amendments.

7.  ‘The name and address of agency personnel with whom persons may cormmunicate regarding the accuracy of the economic,
small business, and consumer impact statement: .
Name: Gregory Y. Harris

Address: Department of Insurance
2910 North 44th Street, Suite 210
Phoenix, Arizona 85018

Telephone:  (602) 912-8451
Fax: {602) 912-8452
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8. Thetime, place. and nature of the proceedings for the adoption. amendment, or repeal of the rule or, if no proceeding is
scheduled, where, when. and how persons mav request an oral proceeding on the proposed rule:

Date: Hane 10, 1996
Time: © 10am.
Location: Department of Insurance
2910 North 44th Street, Suite 210
Phoenix, Arizona 85018
Nature: Oral proceeding for amendment of the rule. The Department will accept written comments which are received by §

p.m. on June 10, 1996, or postmarked no later than that date.

9. Any other matters prescribed by statute that are applicable to the specific agency or fo any specific rule or class of rules:
Not applicable.

10. Incorporations by reference and their location in the rules:
Not applicable.

11. The full t

ext of the rule follows:

TITLE 20. PROFESSIONS AND OCCUPATIONS

CHAPTER 6. DEPARTMENT OF INSURANCE

ARTICLE 11. MEDICARE SUPPLEMENT INSURANCE

Section

R20-6-1101. Applicability and Scope

R20-6-1102. Definitions

R20-6-1104. Minimnum Benefit Standards for Policies or Certifi-
cates Issued for Delivery Prior to April 1, 1992

R20-6-1105. Benefit Standards for Policies or Certificates Issued
or Delivered on or After April 1, 1992

R20-6-1106. Standard Medicare Supplement Benefit Plans

R20-6-1107. Medicare Select Policies and Certificates

R20-6-1108. Open Enroliment

R20-6-1109. Standards for Claims Payment

R20-6-1116, Loss Ratio Standards and Refund or Credit of Pre-
mium

R20-6-1111. Filing and Approval of Policies and Certificates and
Premium Rates

R20-6-1112. Permitted Compensation Reguirements

R20-6-1113. Required Disclosure Provisions

R20-6-1114. Requirements for Application Forms and Replace-
ment Coverage

R20-6-1115. Filing Requirements for Advertising

R20-6-1116. Standards for Marketing

R20-6-1117. Appropriateness of Recommended Purchase and
Excessive Insurance

R20-6-1118. Report of Multiple Policies

R20-6-1119. Prohibition Against Preexisting Conditions, Waiting
Periods, Elimination Periods and Probationary Peri-
ods in Replacement Policies or Certificates

R20-6-1120. Separability

Appendix B. Medicare Supplement Coverage Plans

Appendix C. Statements and Questions

Appendix D. Notice to Applicant Regarding Replacement of
Medicare Supplement Insurance

Appendix E. Form for Reporting Medicare Supplement Policies

Appendix F.  Medicare Duplication Disclosure Staternents

March 22, 1996

ARTICLE 11.

MEDICARE SUPPLEMENT INSURANCE

R206-6-1101. Applicability and Scope

A. Except as otherwise specifically provided in R20-6-1104,
R20-6-1109, R20-6-1110, R20-6-1113. and R20-6-1118, this
Article shall apply to:
1.

All Medicare supplement policies delivered or issued for
delivery in this state on or after the effective date hereof,
and

All certificates issued under group Medicare supplement
policies, which certificates have been delivered or issued
for delivery in this state,

B. This Article shall not apply to a policy or contract of 1 or more
employers or labor organizations, or of the trustees of a fund
established by 1 or more employers or labor organizations or
combination thereof, for employees or former employees or a
combination thereof, or for members or former members or a
combination thereof, of the labor organizations.

R20-6-1102.
L
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Definitions

"Activities of daily living"” include, but are not limited to,

bathing, dressing, personal hygiene, transferring, eating,

ambulating, assistance with drugs that are normally self-
administered, and changing bandages or other dressings.

"Applicant” means:

a. In the case of an individual Medicare supplement
policy, the person who seeks to contract for insur-
ance henefits; and

b.  In the case of a group Medicare supplement policy,
the proposed certificate holder,

"At-home recovery visit" means the period of a visit

required to provide at-home recovery care, without Hmit

on the duration of the visit, except each consecutive 4

hours in a 24-hour period of servnce.s provided by a care

provider is 1 visit.

*Care provider” means a duly qualified or licensed home

health aide/homemaker, personal care aide, or nurse pro-

vided through a licensed home health care agency or
referred by a licensed referral agency or licensed nurses
registry.

"Certificate” means any certificate delivered or issued for

delivery in this state under a group Medicare supplement

policy.
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6. "Certificate form" means the form on which the certifi-
cate is delivered or issued for delivery by the issuer.

7. “"Compensation" means any pecuniary or non-pecuniary
remuneration of any kind refating to the sale or renewal B.
of the policy or certificate including but not limited to
bonuses, gifts, prizes, awards, and finders' fees.

8. “Complaint” means any dissatisfaction expressed by an
individual concerning a Medicare Select issuer or its net-
work providers.

9.  "Grievance” means dissatisfaction expressed in writing
by an individuat insured under a Medicare Select policy
or ceriificate with the administration, claims practices, or
provision of services concerning a Medicare Select issuer
or its network providers.

10. "Home" shall mean any place used by the insured as a
place of residence, provided that such place would quat-
ify as a residence for home health care services covered
by Medicare. A hospital or skilled nursing facility shall
not be considered the insured's place of residence.

11. "Issuer" includes insurance companies, fraternal benefit
societies, health care services organizations, hospital and
medical service associations, and any other entity deliver-
ing or issuing for delivery in this state Medicare supple-
ment policies or certificates.

12. "Medicare" means the "Health Insurance for the Aged
Act", Title XVIII of the Social Security Amendments of
1965, as then constituted or later amended.

13. The "Medicare Handbook" shali refer to the publication
distributed by the United States Department of Health
and Human Services, Health Care Financing Administra-
tiont, describing Medicare benefits available and pre-
mium, deductible, and coinsurance amounts payable.

14, "Medicare Select issuet” means an issuer offering, or
seeking to offer, a Medicare Select policy or certificate.

15. "Medicare Select policy” or "Medicare Setect certificate™
mean respectively a Medicare supplement policy or cer-
tificate that contains restricted network provisions.

16. "Madicare supplement policy” means a group or individ-
ual policy of disability insurance or a subscriber or mem-
ber contract of hospital and medical service associations
or health care services organizations, other than a policy
issued pursuant to a contract under Section 1876-or-Fee-
sron-+833 of the federal Social Security Act (42 U.S.C.
1395 et seq) or an :ssucd pohcy under a demonstrat:on
project-atk o ;
Geefa}-‘Seeunty-ﬁeé- gec;f‘ed in 42 1} S C § 1395 Sub-
section (g)(1), which is advertised, marketed, or designed
primarily as a suppiement to reimbursements under
Medicare for the hospital, medical, or surgical expenses
of persons eligible for Medicare.

17. "Network provider" means a provider of health care, ora
group of providers of health care, which has entered inlo
a written agreement with the issuer to provide benefits
insured under a Medicare Select policy.

18. "Policy form" means the form on which the policy is
delivered or issued for delivery by the issuer.

19, "Restricted network provisions" means any provision
which conditions the payment of benefits, in whole or in
part, on the use of network providers.

20. "Service area” means the geographic area within which
an issuer is authorized to offer a Medicare Select policy.

R20-6-1164. Minimum Benefit Standards for Policies or

Certificates Issued for Delivery Prior to April 1, 1992

A. No policy or certificate may be advertised, solicited, or issued
for delivery in this state as a Medicare supplement policy or
certificate unless it meets or exceeds the following minimum
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standards. These are minimum standards and do niot preclude
the inclusion of other provisions or benefits which are not
inconsistent with these standards.

The following standards apply o Medicare supplement poli-
cies and certificate and are in addition to all other requirements
of this Article.

1

A Medicare supplement policy or certificate shall not
exclude or limit benefits for losses incurred more than 6
months after the effective date of coverage because it
involved a preexisting condition. The policy or certifi-
cate shalt not define a preexisting condition more restric-
tively than a condition for which medical advice was
given or treatment was recommended by or received from
a physician within 6 months before the effective date of
coverage.

A Medicare supplement policy or certificate shall not
indemnify against losses resulting from sickness on a dif-
ferent basis than losses resulting from accidents.

A Medicare supplement policy or certificate shall provide
that benefits designed to cover cost-sharing amounts
under Medicare will be changed automatically to coin-
cide with any changes in the applicable Medicare deduct-
ible amount and copayment percentage factors.
Premiums may be modified to correspond with such
changes.

-A "noncancellable,” "guaranteed renewable,” or "noncan-

cellable and guaranteed renewable" Medicare supplement

policy shall not:

a. Provide for termination of coverage of a spouse
solely because of the occurrence of an event speci-
fied for termination of coverage of the insured, other
than the nonpayment of premium; or

b. Be cancelled or nonrenewed by the issuer solely on
the grounds of deterioration of health.

An issuer shall neither cancel nor nonrenew a Medicare
supplement policy or certificate for any reason other than
nonpayment of premium or material misrepresentation
without prior written authorization from the director. The
director may authorize cancellation or nonrenewal for
reasons other than noapayment of premium or material
misrepresentation if the director finds that the renewal or
continuation of the Medicare supplement policy or certif-
icate would be hazardous or prejudicial 1o the issuer's cer-
tificate holders or policyholders.

If a group Medicare supplement insurance policy is ter-

minated by the group policyholder and not replaced as

provided in subsection (B)(8), the issuer shall offer certif-
icate holders an individual Medicare supplement policy.

The issuer shall offer the certificate holder at least the fol-

lowing choices:

a.  Anindividual Medicare supplement policy currently
offered by the issuer having comparable benefits to
those contained in the terminated group Medicare
supplement policy; and

b. An individual Medicare supplement policy which
provides only such benefits as are required to meet
the minimum standards as described in R20-6-
1105(C).

If membership in a group is terminated, the issuer shall:

a.  Offer the certificate holder such conversion opportu-
nities as are described in subsection (B}6); or

b. At the option of the group policyholder, offer the
certificate holder continuation of coverage under the
group poiicy.

If a group Medicare supplement policy is replaced by

another group Medicare supplement policy purchased by
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the same policyholder, the sueeeeding issuer of the
replacement policy shall offer coverage to all persons
covered under the old group policy on its date of termina-
tion. Coverage under the new group policy shall not
result in any exclusion for preexisting conditions that
would have been covered under the group policy being
replaced,

Termination of a Medicare supplement policy or certifi-
cate shall be without prejudice to any continuous loss
which commenced while the policy was in force, but the
extension of benefits beyond the period during which the
policy was in force may be predicated upon the continu-
ous total disability of the insured, limited to the duration
of the policy benefit period, if any, or to payment of the
maximum benefits.

C. Minimum benefit standards.

1.

Coverage of Part A Medicare-eligible expenses for hospi-
talization to the extent not covered by Medicare from the
61st day through the 90th day in any Medicare benefit
period;

Coverage for either all or none of the Medicare Part A
impatient hospital deductible amount;

Coverage of Part A Medicare-eligible expenses incurred
as daily hospital charges during use of Medicare's life-
time hospital impatient reserve days;

Upon exhaustion of all Medicare hospital impatient cov-
erage including the lifetime reserve days, coverage of
90% of all Medicare Part A eligible expenses for hospi-
talization not covered by Medicare subject to a lifetime
maximum benefit of an additional 365 days;

Coverage under Medicare Part A for the reasonable cost
of the first 3 pints of blood or equivalent quantities of
packed red blood cells unless replaced or already paid for
under Part B;

Coverage for the coinsurance amount of Medicare- eligi-
ble expenses under Part B regardiess of hospital confine-
ment, subject to a maximum calendar year out-of-pocket
amount equal to the Medicare Part B deductible [$100];
Effective January 1, 1990, coverage under Medicare Part
B for the reasonable cost of the first 3 pints of blood or
equivalent guantities of packed red blood cells, unless
replaced or already paid for under Part A, subject to the
Medicare deductible amount.

R20-6-1105. Benefit Standards for Policies or Certificates

Issued or Delivered on or After Aprit i, 1992

A, The following standards are applicable to all Medicare supple-
ment policies or certificates delivered or issued for delivery in
this state on or after April 1, 1992. No policy or certificate
may be advertised, solicited, delivered, or issued for delivery
in this state as a Medicare supplement policy or centificate
uniess it complies with these benefit standards.

B. General standards. The following standards appiy to Medicare
supplement policies and certificates and are in addition to all
other requirements of this Article,

I.
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A Medicare supplement policy or certificate shall not
exclude or limit benefits for losses incurred more than 6
months from the effective date of coverage because it
involved a preexisting condition. The policy or certifi-
cate may not define a preexisting condition more restric-
tively than a condition for which medical advice was
given or treatment was recommended by or received from
a physician within 6 months before the effective date of
coverage.

A Medicare supplement policy or certificate shall not
indemnify against losses resulting from sickness on a dif-
ferent basis than losses resulting from accidents,
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3

A Medicare supplement policy or certificate shall provide

that benefits designed to cover cost-sharing amounts

under Medicare will be changed automatically to coin-
cide with any changes in the applicable Medicare deduct-
ible amount and copayment percentage factors,

Premiums may be modified to correspond with such

changes.

No Medicare supplement policy or certificate shall pro-

vide for termination of coverage of a spouse solely

because of the oceurrence of an event specified for termi-
vation of coverage of the insured, other than the nonpay-
ment of premium.

Each Medicare supplement policy shall be guaranteed

renewable and

a. The issuer shall not cancel or nonrenew the policy
solely on the ground of heaith status of the individ-
ual; and

b.  The issuer shall not cancel or nonrenew the policy
for any reason other than nonpayment of premium or
material misrepresentation.

c. If the Medicare supplement policy is terminated by
the group policyhelder and is not replaced as pro-
vided under subsection (B}5)(e), the issuer shall
offer certificate holders an individual Medicare sup-
plement policy which, at the option of the certificate
holder,

i. Provides for continuation of the benefits con-
tained in the group policy, or

il. Provides for such benefits as otherwise meet
the requirements of this subsection.
d.  If an individual is a certificate holder in a group
Medicare supplement policy and the individual ter-
minates membership in the group, the issuer shall
i, Offer the certificate holder the conversion
opportunity described in subsection (B)}(5)(c);
or

ii. At the option of the group policyholder, offer
the certificate holder continuation of coverage
under the group policy.

e. If a group Medicare supplement policy is replaced
by another group Medicare supplement policy pur-
chased by the same policyholder, the sueeeeding
issuer of the replacement policy shall offer coverage
to all persons covered under the old group policy on
its date of termination. Coverage under the new pol-
icy shall not result in any exciusion for preexisting
conditions that would have been covered under the
group policy being replaced.

Termination of a Medicare supplement policy or certifi-
cate shall be without prejudice to any continuous ioss
which commenced while the policy was in force, but the
extension of benefits beyond the period during which the
policy was in force may be conditioned upon the continu-
ous total disability of the insured, limited to the duration
of the policy benefit period, if any, or payment of the
maximum benefits.

A Medicare supplement policy or certificate shall provide

that benefits and premiums under the policy or certificate

shall be suspended at the request of the policyholder or
certificate holder for the period, not to exceed 24 months,
in which the policyholder or certificate holder has applied
for and is determined to be entitled to medical assistance
under Title XIX of the Social Security Act, but only if the
policyholder or certificate holder notifies the issuer of
such policy or certificate within 90 days after the date the
individual becomes entitled to such assistance, Ypen
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a. If such suspension occurs and if the policyholder or

certificate holder loses entittement to such medical
assistance, such policy or certificate shalt be auto-
matically reinstituted, effective as of the date of ter-
mination of such entitlement, as of the termination
of such entitlement if the policyholder or certificate
holder provides notice of loss of such entitlement
within 90 days after the date of such loss and pays
the premium attributable to the period, effective as
of the date of termination of such entitlement.
Reinstitution of such coverages:
i.  Shall not provide for any waiting period with
respect to treatment of preexisting conditions;
i, Shall provide for coverage which is substan-
tially equivalent to coverage in effect before the
date of such suspension; and
{ii. Shall provide for classification of premiums on
terms at least as favorable to the policyholder
or certificate holder as the premium classifica-
tion terms that would have applied to the poli-
cyholder or certificate holder had the coverage
not been suspended.

C. Standards for basic "core” benefits common to ail benefit

plans.

1. Every issuer shall make available a policy or certificate
including only the following basic "core" package of ben-
efits to each prospective insured. An issuer may make
available to prospective insureds any of the other Medi-
care supplement insurance benefit plans in addition to the
basic "core™ package, but not in lieu thereof.

a.

Coverage of Part A Medicare-eligible expenses for
hospitalization to the extent not covered by Medi-
care from the 61st day through the 90th day in any
Medicare benefit period;

Coverage of Part A Medicare-eligible expenses
incurred for hospitalization to the extent not covered
by Medicare for each Medicare lifetime inpatient
reserve day used;

Upon exhaustion of the Medicare hospital inpatient
coverage including the lifetime reserve days, cover-
age of the Medicare Part A-eligible expenses for
hospitalization paid at the Diagnostic Related Group
(DRG) day outlier per diem or other appropriate
standard of payment, subject to a lifetime maximum
benefit of an additional 365 days;

Coverage under Medicare Parts A and B for the rea-
sonable cost of the first 3 pints of blood or equiva-
lent quantities of packed red blood cells, unless
replaced;

Coverage for the coinsurance amount of Medicare-
eligible expenses under Part B regardless of hospital
confinement, subject to the Medicare Part B deduct-
ible.

D. Standards for additional benefits.
1. The following additional benefits shall be in¢luded in
Medicare Suppiement Benefit Plans "B" through "J" only

as provided by R20-6-1106.

a.
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Medicare Part A deductibie: Coverage for all of the
Medicare Part A inpatient hospital deductible
amount per benefit periad.

Skilled nursing facility care: Coverage for the actual
billed charges up to the coinsurance amount from
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the 21st day through the 100th day in 2 Medicare

benefit period for post-hospital skilled nursing facil-

ity care eligible under Medicare Part A.

Maedicare Part B deductible: Coverage for all of the

Medicare Part B deductibie amount per calendar

year regardiess of hospital confinement.

80% of the Medicare Part B excess charges: Cover-

age for 80% of the difference between the actual

Medicare Part B charge as billed, not 1o exceed any

charge limitation established by the Medicare pro-

gram or state law, and the Medicare-approved Part B

charge.

100% of the Medicare Part B excess charges: Cov-

erage for all of the difference between the actual

Medicare Part B charge as billed, not to exceed any

charge limitation established by the Medicare pro-

gram or state law, and the Medicare-approved Part B

charge.

Basic outpatient prescription drug benefit: Cover-

age for 50% of outpatient prescription drug charges,

after a $250 calendar-year deductible, to a maximum
of $1,250 in benefits received by the insured per cal-
endar year, to the extent not covered by Medicare.

Extended cutpatient prescription drug benefit: Cov-

erage for 50% of outpatient prescription drug

charges, after a $250 calendar-year deductible to 2

maximum of $3,000 in benefits received by the

insured per calendar year, to the extent not covered
by Medicare.

Medically necessary emergency care in a foreign

country: Coverage to the extent not covered by

Medicare for 80% of the billed charges for Medi-

care-cligible expenses for medically necessary

emergency hospital, physician, and medical care
received in a foreign country, which care would
have been covered by Medicare if provided in the

United States and which care began during the Ist

60 consecutive days of each trip outside the United

States, subject to a calendar year deductible of $250,

and a lifetime maximum benefit of $50,600. For

purposes of this benefit, "emergency care" shall
mean care needed immediately because of an injury
or an illness of sudden and unexpected onset.

Preventive medical care benefit: Coverage for the

following preventive health services:

i, An annual clinical preventive medical histoty
and physical examination that may include tests
and  services described in  subsection
(DY(1)i)(iD) and patient education to address
preventive health care measures.

i, Any | or a combination of the following pre-
ventive screening tests or preventive services,
the frequency of which is considered medically
appropriate:

(1) Fecal occult blood test and/or digital rectal
examination;

(2) Mammogram;

{3) Dipstick urinalysis for hematuria, bacteri~
uria and proteinauria;

(4) Pure tone, air only, hearing screening test,
administered or ordered by a physician;

(5) Serum cholesterol screening every 5§
years;

(6) Thyroid function test;

(7) Diabetes screening,.

ili. Influenza vaccine administered at any appropri-
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ate time during the year and tetanus and diph-
theria booster every 9 years.

iv. Any other tests or preventive measures deter-
mined appropriate by the attending physician,

v. Reimbursement shall be for the actual charges
up to 100% of the Medicare-approved amount
for each service, as if Medicare were to cover
the service as identified in American Medical
Association Current Procedural Terminology
{AMA CPT) codes, to 2 maximum of $120
annually under this benefit. This benefit shall
not include payment for any procedure covered
by Medicare.

tificates with new or innovative benefits which do
not violate any applicable provision of A.R.S. Title
20, or otherwise conflict with this Article and ar¢ in
addition to the benefits provided in a policy or centif-
icate that otherwise comply with the applicable stan-
dards. Such new or innovative benefits may include
benefits that are appropriate to Medicare supplement
insurance, new or innovative, not otherwise avail-
able, cost-effective, are offered in a manner which is
consistent with the goal of simplification of Medi-
care supplement policies.

R20-6-1168. Open Enrollment

j.  At-home recovery benefit: Coverage for services to A. No issuer shall deny or conditior! the issuance or effectiveness
provide short-term, at-home assistance with activi- of any Medicare supplement policy or certificate available for
ties of daily living,for those recovering from an ili- sale in this state nor discriminate in the pricing of such a pol-
ness, injury, or Surgery. icy or certificate because of the health status, claims experi-
i. ,Cover;gc requirements and limitations ence, receipt of' health care, or ms:dlqal condition of an

(1) At-home recovery services provided must appllcatnt where in the case of an application f:or swel a policy
be primarily services which assist in activ- or c':emﬁca‘te g‘_h_qg is submitted prior to or during the 6-r'nonth
ities of daily fiving. peried beginning with the 1st day of the 1st month in which an

(2) The insured's attending physician must individual whe is 65 years of age or older st aqd is enrolled
certify that the specific type and frequency for benefits under M'edtcare Part B. Eaf:h Medicare su.ppie-
of at-home recovery services are neces- ment policy and certificate currently available' from an issuer
sary because of a condition for which a shﬁli bet':_ madg ;va:lable t(d’ alt applicants who qualify under this

subsection without regard 10 age.
g;nﬁefﬁzzril.an of treatment was approved B. Except as provided in R20-6-1119(A), shall not be construed

{3} Coverage is limited to:

{a) No more than the number and type of
at-home recovery visits certified as
necessary by the insured’s attending
physician. The total number of at-
home recovery visits shall not exceed
the number of Medicare-approved
home health care visits under a Medi-
care-approved home care plan of
treatment,

(b) The actual charges for each visit up
to a maximum reimbursement of $40
per visit.

{c} $1,600 per calendar year,

{d) Seven visits in any 1 week,

(¢} Care furnished on a visiting basis in
the insured's home,

(f) Services provided by a care provider
as defined in R20-6-1102{A)4),

(2) At-home recovery visits while the
insured is covered under the policy of
certificate  and not  otherwise
excluded,

(h} At-home recovery visits received
during the period the insured is
receiving Medicare-approved home
care services or no more than 8
weeks after the service date of the
last Medicare-approved home health
care visit.

(4) Coverage is excluded for:

{a) Home care visits paid for by Medi-
care or other government programs;
and

(b) Care provided by family members,
unpaid volunieers, or providers who
are not care providers.

k. New or innovative benefits: An issuer may, with the
prior approval of the Director, offer policies or cer-

as preventing the exclusion of benefits under a policy, during
the Ist 6 months, based on a preexisting condition for which
the policyholder or certificate holder received treatment or was
otherwise diagnosed during the 6 months before # the cover-
age became effective,

R20-6-111). Loss Ratic Standards and Refund or Credit of
Premium

A,

L.oss ratio standards,

1. A Medicare supplement policy or certificate form shall
not be delivered or issued for delivery unless the policy
form or certificate form can be expected, as estimated for
the entire period for which rates are computed to provide
coverage, to return to policyholders and certificate hold-
ers in the form of aggregate benefits, not including antici-
pated refunds or credits, provided under the policy form
or certificate form:

a. At least 75% of the aggregate amount of premiums
eamed in the case of group policies, or

b. At least 65% of the aggregate amount of premiums
earned in the case of individual policies, calculated
on the basis of incurred claims experience or
incurred health care expenses where coverage is pro-
vided by a health care services organization on a ser-
vice rather than reimbursement basis and earned
premiums for such period and in accordance with
accepted actuarial principles and practices.

2. All filings of rates and rating schedules shall demonstrate
that expected claims in relation to premiums comply with
the requirements of this rule when combined with actual
experience to date, Filings of rate revisions shall also
demonstrate that the anticipated loss ratio over the entire
future period for which the revised rates are computed to
provide coverage can be expected to meet the appropriate
loss ratio standards,

For policies issued prior to December 18, 1991, expected

claims in relation to premiums shall meet:

a. The originally filed anticipated loss ratio when cotn-
bined with the actual experience since inception;

b.  The appropriate loss ratio requiremnent from subsec-

=
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tion (A) 1} when combined with the actual experi-

ence bepinning with April 28, 1996, to date; and
c.  The appropriate loss ratio requirement from subsec-

tion (AX(1) over the entire future period for which

the rates are computed to provide coverage.

B. Refund or credit calculation.

I

fw

&

An issuer shall collect and file with the Director by May
31 of each year the data contained in the applicable
reporting form contained in Appendix A for each type in
a standard Medicare supplement benefit plan.

If on the basis of the experience as reported the bench-
mark ratio since inception exceeds the adjusted experi-
ence ratio since inception, then a refund or credit
calculation is required. The refund calcuiation shall be
done on a statewide basis for each type in a standard
Medicare supplement benefit plan. For purposes of the
refund or credit calculation, experience on policies issued
within the reporting year shall be excluded.

For the purposes of this Section, policies or certificates
issued prior to December 18, 1991, the issuer shall make
the refund or credit calculation separately for all individ-
ual policies combined and ali other_group policies com-
bined for experience after April 28, 1996. The 1st such
report shall be due by May 31, 1998,

. A refund or credit shall be made only when the bench-

mark loss ratio exceeds the adjusted experience loss ratio
ard the amount to be refunded or credited exceeds .5% of
the annualized premium in force as of December 31 of
the reporting year. Such refund shall include interest
from the end of the calendar year to the date of the refund
or credit at a rate not less than the average rate of interest
for 13-week Treasury notes. A refund or credit against
premiums due shall be made by September 30 following
the experience year upon which the refund or credit is
based.

C. Annual filing of premium rates.

I
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An issuer of Medicare supplement policies or certificates
issued in this state before or after the effective date of this
rule shall file annually its rates, rating schedule, and sup-
poiting documentation including ratios of incurred losses
to earned premiums by policy duration for approval by
the Director. The supporting documentation shall also
demonstrate in accordance with actvarial standards of
practice using reasonable assumptions that the appropri-
ate loss ratio standards can be expected 10 be met over the
entire period for which rates are computed. Such demon-
stration shall exclude active life reserves. An expected
3rd-year loss ratio which is greater than or equal to the
applicable percentage shall be demonstrated for policies
or certificates in force less than 3 years.

Prior to the effective date of enhancements in Medicare

benefits, every issuer of Medicare supplement policies or

certificates in this state shall file with the Director:

a. Premium adjustments necessary to produce loss
ratios as anticipated for the current premium for the
applicable poticies or certificates. Such supporting
documents as necessary to justify the adjustment
shall accompany the filing.

i.  An issuer shall make premium adjustments to
produce an expected loss ratio under such pol-
icy or certificate as will conform with mini-
mum loss ratio standards for Medicare
supplement policies and which are expected to
result in a loss ratio at least as great as that orig-
inally anticipated in the rates used to produce
current premiums by the issuer for such Medi-

care supplement policies or certificates. No
premium adjusiment which would modify the
loss ratio experience under the policy other
than the adjustments described herein shall be
made with respect to a policy at any time other
than upon its renewal date or anniversary date.

il.  If an issuer fails to make premium adjustments
in accordance with this rule, the Director may
order premium adjustments, refunds, or pre-
mium credits deemed necessary to achieve the
loss ratio required by this rule.

b.  Any riders, endorsements or policy forms needed to
modify the Medicare supplement policy or certifi-
cate to eliminate benefit duplications with Medicare.
Such riders, endorsements, or policy forms shall
provide a clear description of the Medicare supple-
ment benefits provided by the policy or certificate.

D. Public hearings. The Director may conduct a public hearing or
hearings to gather information concerning a request by an
issuer for an increase in a rate for a policy form or certificate
form issued before or after the effective date of this rule if the
experience of the form for the previous reporting period is not
in compliance with the applicable loss ratio standard. The
determination of compliance is made without consideration of
any refund or credit for such reporting period. The Director
shall give notice of the hearing in accordance with AR.S. §
20-163. :

R20-6-1113. Required Disclosure Provisions
A. General rules.

Page 1262

Medicare suppiement policies and certificates shall
include a renewal or continuation provision. The lan-
guage or specifications of such provision shall be consis-
tent with the type of contract issued. Such provision shall
be captioned as a renewal or continuation provision and
shall appear on the st page of the policy and shall
include any reservation by the issuer of the right to
change premiums and any automatic renewal premium
increases based on the policyholder's age.

Except for riders or endorsements by which the issuer
effectuates a request made in writing by the insured, exer-
cises a specifically reserved right under a Medicare sup-
plement policy, or is required to reduce or eliminate
benefits to avoid duplication of Medicare benefits, all rid-
ers or endorsements added to a Medicare supplement pol-
icy after date of issue or at reinstatement or renewal
which reduce or eliminate benefits or coverage in the pol-
icy shall require a signed acceptance by the insured.
After the date of policy or ceriificate issue, any rider or
endorsement which increases benefits or coverage with a
concomitant increase in premium during the policy term
shall be agreed to in writing signed by the insured, unless
the benefits are required by the minimum standards for
Medicare supplement policies, or if the increased benefits
or coverage is required by law. Where a separate addi-
tional premium is charged for benefits provided in con-
nection with riders or endorsements, such premium
charge shall be set forth in the policy.

Medicare supplement policies or certificates shall not
provide for the payment of benefits based on standards
described as "usual and customary,” "reasonable and cus-
tomary", or words of similar import.

If a Medicare supplement policy or certificate contains
any limitations with respect to preexisting conditions,
such limitations shall appear as a separate paragraph of

the policy and be labeled as "Pre-existing Condition Lim-
itations."
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5. Medicare supplement policies and certificates shall have
a notice prominently printed on the first page of the pol-
icy or certificate or attached thereto stating in substance

It is not identical to the outline of coverage provided
upon application and the coverage originally applied
for has not been issued.”

that the policyholder or certificate holder shall have the 3. The outline of coverage provided to applicants pursuant
right to return the policy or centificate within 30 days of to this rule consists of 4 parts: a cover page, premium
its delivery and to have the premium refunded if, after information, disclosure pages, and charts displaying the
examination of the policy or certificate, the insured per- features of each benefit plan offered by the issuer. The
son is not satisfied for any reason. outline of coverage shall be in the language and format
6. a. Issuers of accident and sickness policies or certificates prescribed below in no less than 12-point type. All plans
which provide hospital or medical expense coverage on A-J shall be shown on the cover page, and the plan or
an expense-incurred or indemnity basis, ethesthan ineis plans that are offered by the issuer shall be prominently
dentattyr to a person or persons eligible for Medicare by identified. Prernium information for pians that are offered
reason-of-age shall provide to swely those applicants a shall be shown on the cover page or immediately follow-
3 Guide to Health Insurance ing the cover page and shall be prominently displayed.
for People with Medicare in the form developed jointly The premium and mode shall be stated for all plans that
by the National Association of Insurance Commissioners are offered to the prospective applicant. Al possible pre-
and the Health Care Financing Administration and in a miums for the prospective applicant shall be illustrated.
type size no smaller than 12-point type. Delivery of the 4. The outline of coverage shall include the items in the
Puyer's Guide shall be made whether or not such poiicies order prescribed in Appendix B.
or certificates are advertised, solicited or issued as Medi- D. Notice regarding policies or certificates which are not Medi-

care supplement policies or certificates as defined in this
Article. Except in the case of direct response issuers,
delivery of the Buyers Guide shall be made to the appli-
cant at the time of application and acknowledgment of
receipt of the Buyer's Guide shall be obtained by the
issuer. Direct response. issuers shall deliver the Buyers
Guide to the applicant upon request but not later than at
the time the policy is delivered.
b.  Forthe purposes of this Section, form means the lan-
guage. format, type size, type proportional spacing,

bold character, and line spacing.
B. Notice requirements.

1. As soon as practicable, but no fater than 30 days prior to
the annual effective date of any Medicare benefit
changes, an issuer shall notify its policyholders and cer-
tificate holders of modifications it has made to Medicare
supplement insurance policies or certificates.  Such
notice shall:

a. Include a description of revisions to the Medicare
program and a description of each meodification
made to the coverage provided under the Medicare
supplement policy or certificate, and

b.  Inform each policyholder and certificate holder as to
when any premium adjustment is to be made due to

care supplement policies.

Any accident and sickness insurance policy or certificate,
other than a Medicare supplement policy; e* a policy
issued pursuant to a contract under Section 1876 erhee-
son-+833 of the federal Social Security Act (42 US.C
1395 et seq.), disability income policy; basie;—eata
pie: . vl Heyssing}
Arinm-nenrenevwable-petiey or other policy identified in
R20-6-1101(B} of this Article, issued for delivery in this
state to persons eligible for Medicare by-resson-of-age
shall notify insureds under the policy that the policy is not
a Medicare supplement policy or certificate. Suwebk The
notice shall either be printed or attached to the 1st page of
the outline of coverage detivered to insureds under the
policy or, if no outline of coverage is delivered, to the 1st
page of the policy or certificate delivered to insureds.
Hueh The notice shall be in not less than 12-point type
and shall contain the following language:
"THIS {POLICY OR CERTIFICATE] IS NOT A
MEDICARE SUPPLEMENT [POLICY OR CON-
TRACT]. If you are eligible for Medicare, review
the Medicare-Supplement-Boyers Guide to Health
Insurance for People with Medicare available from
the company.

changes in Medicare. 2. Applications_provided to persons eligible for Medicare
2. The notice of benefit modifications and any premium for the health insurance policies or certificates described
adjustments shali be in outline form and in clear and sim- in_subsection D{1) shall disclose using the applicable
ple terms so as o facilitate comprehension. statement in Appendix F, the extent to which the policy
3. Such notices shall not contain or be accompanied by any duplicates Medicare. The disclosure statement shall be
solicitation. provided as a part of, or together with, the application for
C. OQutline of coverage requirements for Medicare supplement the policy or certificate.
olicies. : Lo
I1). Issuers shall provide an outline of coverage to all appli-  R20-6-1114. Requirements for Application Forms and
cants at the time application is presented to the prospec-  Replacement Coverage

tive applicant and, except for direct response policies, A.

shall obtain an acknowledgment of receipt of such outline
from the applicant; and

2. Ifan outline of coverage is provided at the time of appli-
cation and the Medicare supplement policy or certificate
is issued on a basis which would require revision of the
outline, a substitute outline of coverapge properly describ-
ing the policy or certificate shali accompany such policy
or certificate when it is delivered and contain the follow-
ing statement, in no less than 12- point type, immediately B.
above the company name:

"NOTICE: Read this outline of coverage carefuily.
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Application forms shall include the questions set forth in
Appendix C, designed to elicit information as to whether, as of
the date of the application, the applicant has another Medicare
supplement or other health insurance policy or certificate in
force or whether a Medicare supplement policy or certificate is
intended to replace any other accident and sickness policy or
certificate presently in force. A supplementary application or
other form to be signed by the applicant and agent containing
such questions and statements may be used.

Agents shall list any other health insurance policies they have
sold to the applicant,

1.

List policies sold which are still in force.
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2. List policies sold in the past 5 years which are no longer
in force.

In the case of a direct response issuer, a copy of the application
or supplemental form, signed by the applicant, and acknowl-
edged by the issuer, shall be returned to the applicant by the
issuer upon delivery of the policy.

Upon determining that a sale will involve replacement of
Medicare supplement coverage, any issuer, other than a direct
response issuer, or its agent, shall furnish the applicant, prior
to issuance or delivery of the Medicare supplement policy or
certificate, a notice regarding replacement of Medicare supple-

Page 1264

ment coverage. One copy of such notice signed by the appli-
cant and the agent, except where the coverage is sold without
an agent, shall be provided to the applicant and an additional
signed copy shall be retained by the issuer. A direct response
issuer shall deliver to the applicant at the time of the issuance
of the policy the notice regarding replacement of Medicare
supplement coverage.

The notice required by subsection (D) of this rule for an issuer
shall be provided in substantially the prescribed form in
Appendix D in no less than 48 12-point type.

March 22, 1996




Arizona Administrative Register
Notices of Propoesed Rulemaking

APPENDIX B
{12 point]
{COMPANY NAME]
OUTLINE OF MEDICARE SUPPLEMENT COVERAGE - COVER PAGE:
BENEFTT PLAN(s) finsert letter(s) of plan(s) being offered]

Medicare supplement insurance can be soid in only ten standard plans. This chart shows the benefits includad in each plan. Every company must
make avaiiable Plan "A". Some plans may not be available in your state.

BASIC BENEFITS: Included in Al Plans.

Hospitalization:  Part A coinsurance pius coverage for 365 additional days after Medicare benefits end.

Medical Expenses: Part B coinsurance (20% of Medicare-approved expenses).

Blood: First three pints of blood each year.

A B C D E F G H 1
J
Basic Basic Basic Basic Basic Rasic Basic Basic Basic
Basic
Benefits Benefits Benefits Benefits Benefits Benefits Benefits Benefits Benefits
Benefits .
Skilled Skilled Skilled Skitled Skilled Skilled Skiiled
Skiiled
Nursing Nursing Nursing Nursing Nursing Nursing Nursing
Nursing

Comsurance CoinsuranceCoinsuranceComsuranceCoinsuranceCoinsuranceCoinsurance Coinsurance

Part A Part A Part A Part A, Part A Part A Part A Part A
Part A .
Daductible Deductible  Deductible  Deductible  Deductible Deductible  Deductible Peductible
Deductible
Part B Pant B
Part B
Deductible Deductible
Deductible
PartB Pant B Part B
Part B
Excess(100%)  Excess(80%) Excess{100%)
Excess (100%)
Foreign Foreign Fareign Foreign Forsign Fereign Foreign
Foreign
Travel Travel Travel Travei Travel Travel Travel
Travel
Emergency  Emergency Emergency  Emergency Emergency  Emergency Emergency
Emergency
At-Home At-Home At-Home
At-Home
Recovery Recovery Recovery
Recovery
Basic Prugs  Basic Drugs
(51250 Limit) ($1250 Limit)
ExtendedDrugs
{$3000 Limit)
Prevemive
Preventive
Care
Care
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APPENDIX B (CONT'D)
PREMIUM INFORMATION [boldface type]

We {insert issuer's name] can only raise your premium if we raise the premium for all policies like yours in this state. [If the premium is based on the
increasing age of the insured, inciude information specifying when premiums will change.]

DISCLOSURES [boldface type]
Use this outline to compare benefits and premiums among policies.
READ YOUR POLICY VERY CAREFULLY {boldface typei

This is only an outline, describing your policy's most important features. The policy is your insurance contract. You must read the policy itself to
understand all of the rights and duties of both you and your insurance company.

RIGHT TO RETURN POLICY [boldface type}

1 you find that you are not satisfied with your policy, you may retum it to finsert issuer's address]. If you send the policy back to us within 30 days
after you receive it, we will treat the policy as if it had never been issued and retum all of your payments.

POLICY REPLACEMENT {boldface type]

If you are replacing another health insurance policy, do NOT cancel it until you have actually received your new policy and are sure you wast to keep
it

NOTICE [boldface type]

This policy may not fully cover all of your medical costs.

ffor agents]

Neither [insert company’s name nor its agents are connected with Medicare.
[for direct response:] '

[insert company's name] is not connected with Medicare.

This outline of coverage does not give all the details of Medicare coverage. Contact your local Social Security Office or consult "The Medicare
Handbook' for more details,

COMPLETE ANSWERS ARE VERY IMPORTANT [boldface type]

When you fill out the application for the new policy, be sure to answer truthfully and completely all questions about your medical and health history.

The company may cancel your policy and refuse to pay any claims if you leave out or falsify important medical information. [If the policy or
certificate is guaranieed issue, this paragraph need not appear. |

Review the application carefully before you sign it. Be certain that all information has been properly recordzd.

{Inciude for each plan prominemtly identified in the cover page a chart showing the services. Medicare payments, plan payments and insured payments
for each plan, using the same language, in the same order, using uniform layout and format as shown in the charts below. No more than four plans may
be shown on one chart. For purposes of illustration, charts for each plan are included in this Article. An issuer may use additional benefit plan
designations on these charts pursuant to R20-6-1106.]

{Inciude an explanation of any innovative benefits on the cover page and in the chart, in 2 manner approved by the director.]
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APPENDIX B (CONT'D)
PLANA
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD
* A benefit period begins on the first day you receive service as an inpatient in 2 hospital and ends after you have been out of the hospital and have not
received skilled care in any other facility for 60 days in 4 row.
SERVICES MEDICAREPAYS  PLANPAYS  YOUPAY
BOSPITALIZATION®*
Semiprivate roor and board, general nursing
and miscellaneous services and supplies
First 60 days Al 628 S0 $628 (Part A
Deductible}
61st thru 90th day Allbut $157 a day $157 2 day$0
91st day and after:
- While using 60 lifetime reserve days All but 8314 a day 3314 adays0
- Onee tifetime reserve days are used:
- Additional 365 days S0 100% of Medicare- 30
Eligible Expenses
- Beyond the Additional 365 days 50 %0 All costs
SKILLED NURSING FACILITY CARE *
You must meet Medicare's requirements, including
having been in a hospital for at Jeast 3 days.
and entered a Medicare-approved facility within
30 days after leaving the hospital.
First 20 days Allapproved S0 3
amounts
21stthru 100th day Allbut $78.50 S0 Upto 878,50
aday a day
10st day and after S0 %0 Al costs
BLGOD
First 3 pints $0 3pims SO
Additional amounts 100% 30 50
HOSPICE CARE
Available as long as your doctor certifies Alfbutvery 30 Balance
vou are teyminally ill and you elect to limited cotnsurance
receive these services ‘ for outpatient drugs
: and inpatient
respite cate
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APPENDIX B (CONT'D)
PLAN A

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will

have been met for the calendar year.

SERVICES

MEDICARE PAYS PLAN PAYS YOUPAY

MEDICAL EXPENSES - IN OR OUT OF THE
HOSPITAL AND OUTPATIENT HOSPITAL
TREATMENT, suchas

Physician's services, inpatient and outpa_tient
medical and surgical services and supP!m,
physical and speech therapy, diagnostic tests,
durable medical equipment,
First $100 of Medicare-Approved Amous *
{the Part B Deductible)
Remainder of Medicare-Approved Amounts
Part B Excess Charges (Above Medicare-
Approved Amounts)

S¢S0

$100

Generally 80% Generallv 20% 50

s §0

All costs

BLOOD
First 3 pints
Next $100 of Medicare-Approved Amounts *

Remainder of Medicare-Approved Amounts

S0 Allcosts S0

30 50

80% 20%

$100 (Part B
Deductible)
50

CLINICAL LABORATORY SERVICES - BLOOD
TESTS FOR DIAGNOSTIC SERVICES

100%

80 So

PARTSA&B

HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
- Medicaily necessary skilled care
services and medical supplies
- Durable medical equipment
First $100 of Medicare-Approved
Amounts* :
Remainder of Medicare-Approved Amounts

100%

0* %0

20% 20%

50 50

$100 (Part B
Deductible)
50
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APPENDIX B (CONT'D}
PLANB
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD
* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and have ot
received skifled care in any other facility for 60 days in a row,
SERVICES MEDICARE PAYS PLAN PAYS YOUPAY
HOSPITALIZATION®
Semiprivate room and board, general musing
and miscellancous services and supplies
First 60 days Allbut 628 8628 (Pant A 80
Deductible)
61stthru 90th day All but 8157 a day $157 a day$0
91st day and after:
- While using 60 lifetime reserve days Allbut $314 a day $314aday®
~Oncs lifetime reserve days are used:
- Additional 365 days S0 100%of Medicare.  $0
Eligible Expenses
- Beyond the Additional 363 days $0 $0 All costs
SKILLED NURSING FACILITY CARE *
You must mest Medicare's requirements, including
having been in a hospital for at least 3 days and
entered a Medicare-approved facility withn 30
days after feaving the hospital,
First 20 days All approved 80 $0
amounts
21st thru 100th day Allbut §78.50 $0 Upto §78.50
aday aday
101st day and affer $ %0 Al costs
BLOOD
First 3 pints $6 3pims %0
Additional amounts 100% 0 0
HOSPICE CARE
Available as long as your doctor certifies you Alltutvery 30 Balance
are terminafly ill and you elect to receive limited cninsurance
these services : for outpatient drugs
and inpatient respite
care
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APPENDIX B (CONT'D)
PLANB
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amourts for covered services (which are noted with an asterisk), your Part B Deductible witl
have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES - IN OR OUT OF THE
HOSPITAL AND OUTPATIENT HOSPITAL
TREATMENT, such as

Physician's services, inpatient and owtpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable medical equipment,
First $100 of Medicare-Approved Amounts * 80 S0 3100
{the Part B Deductible)
Remainder of Medicare-Approved Amounts Generallv 80% Generally 20% S0
Part B Excess Charges (Above Medicare- % %0 All costs
Approved Amounts)
BLOOD
First 3 pints $¢ Alcosts 30
Next $100 of Medicare-Approved Amounts * 30 30 $100 (Part B
Deductible)
Remainder of Medicare-Approved Amounts 80% 20% 30
CLINICAL LABORATORY SERVICES - BLOQD 100% 50 50
TESTS FOR DIAGNOSTIC SERVICES
PARTSA&B
HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
- Medically necessary skilled care
services and medical supplies 100% 30 30
- Durable medical equipment
First 3100 of Medicare-Approved
Amounts * . 8 30 3100 (Part B
Deductible)
Remainder of Medicare-Approved Amounts 80% 20% 30
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APPENDIX B(CONT'D)
PLANC
MEDICARE (PART 4) - HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in 2 hospital and ends after you have been out of the hospital and have not
received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLANPAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, generai nursing
and misce{laneous services and supplies
First 60 days Allbut 628  $628 (Part A $0
Deductible)
61st thru 90th day All but §157 a day $157 aday$0
91st day and after:
- While using 60 lifetime reserve days All but $314 a day $314 a day$0
- Onee tifetime reserve days are used:
- Additional 365 days 30 100%of Medicare- 80
Eligible Expenses
- Beyond the Additional 365 days 0 so All costs
SKILLED NURSING FACILITY CARE *
You must meet Medicare's requirements, includ-
ing having been in a hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital.
First 20 days: All approved S0 80
amournts
21st thru 100th day Allbut $78.50 Upto $78.50 a day S0
aday
101st day and after 50 % All costs
BLOOD
First 3 pints 50 3pms 30
Additional amounts 100% 50 50
HOSPICE CARE
Availabie as long as your doctor centifies Allbutvery 50 Balance
you are terminally il and you elect to limited coinsurance
receive these services for outpatient
drugs and inpatient
respite care
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APPENDIX B (CONT'D)
PLAN C

MEDICARE {PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will

have been met for the calendar year.

SERVICES

MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES - IN OR OUT OF THE
HOSPITAL AND QUTPATIENT HOSPITAL
TREATMENT, such as

Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable medical equipment,
First $100 of Medicare-Approved Amousts *
{the Part B Deductible)
Remainder of Medicare-Approved Amounts

S0 s100 30

Generally 86% Generallv 20% 0

Part B Excess Charges {Above Medicare- 8 %0 All costs
Approved Amounts)
BLOOD
First 3 pints 50 Allcosts S0
Next $100 of Medicare-Approved Amounts * 80 8100 (PanB
Deductible}

Remainder of Medicare-Approved Amounts

£0% 20% 30

CLINICAL LABORATORY SERVICES - BLOOD 100% 30 50
TESTS FOR DIAGNOSTIC SERVICES
PARTSA&B
HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
- Medically necessary skilled care services
and medical supplies 100% S0 30
- Durable medical equipment
First $100 of Medicare-Approved
Amounts * $0  $100(PanB $0
Deductible)
Remainder of Medicare-Approved
Amounts 80% 20% 50

FOREIGN TRAVEL - NOT COVERED BY MEDICARE
Medically necessary emergency care services
during the first 60 days of each trip outside
the USA
First 5250 each calendar year
Remainder of Charges

S¢S0 3250
$0  80%10 alifetime 20% and
maximum benefit amounts over
of $50,000 $50,000 life-
time maximum
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APPENDIX B (CONT'D}

PLAND

MEDICARE (PART A)- HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in 2 hospital and ends after you have been out of the hospital and have not

received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellanecus services and supplies
First 60 days Allbut 8628 3628 (PartA $0
Deductible)
61st thru 90th day All but 8157 a day 8157 a day$0
91st day and after:
- While using 60 lifetime reserve days All but £314 a day 8314 2 day30
- Once lifetime reserve days are used:
- Additional 365 days S0 100% of Medicare- $0
Eligible Expenses
- Beyond the Additional 365 days 30 30 All costs
SKILLED NURSING FACILITY CARE *
You must meet Medicare's requirements, includ-
ing having been in a hospitat for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital.
First 20 days All approved 0 80
amournts
21st thru 100th day Alibut $78.50 Upto 578.50 $0
aday aday
101st day and after S S0 All costs
BLOOD
First 3 pints SO 3pims 50
Additional amounts 100% 0 £
HOSPICE CARE
Available as long as your doctor certifies Allbutvery 80 Balance
you are terminaily ill and you elect to limited coinsur-
receive these services ance for outpatient
drugs and inpatient
respite care
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APPENDIX B (CONT'D)
PLAND
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Pat B Deductible will
have been met for the calendar year.

SERVICES MEDICARE PAYS PLANPAYS YOU PAY

MEDICAL EXPENSES - IN OR QUT OF THE

HOSPITAL AND OUTPATIENT HOSPITAL
TREATMENT, such as
Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable medical equipment,
First $100 of Medicare-Approved 0 % 100
Amounts * {the Part B Deductible)
Remainder of Medicare-Approved Amourds Generally 80% Generally 20% 0
Part B Excess Charges {Above Medicare- L All costs
Approved Amounts)
BLOCD
First 3 pints S0 Allcosts %0
Next $100 of Medicare-Approved Amourts * ¢ 80 $100 (Part B
Deductible)
Remainder of Medicare-Approved Amounts 0%20% N0
CLINICAL LABORATORY SERVICES - BLOCD 100% $0 80
TESTS FOR DIAGNOSTIC SERVICES
PARTSA&B
HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
- Medically necessary skilled care services
and medical supplies 180% 0 5
- Durable medical equipment
First $100 of Medicare-Approved
Amounts * 0 %0 $100 (Part B
Deductible)
Remainder of Medicare-
Approved Amounts 80% 20% 580
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APPENDIX B (CONT'D)
PLAND

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
AT-HOME RECOVERY SERVICES - NOT COVERED
BY MEDICARE
Hore care certified by your doctor, for
personal care during recovery from an
injury or sickness for which Medicare
approved a Home Care Treatment Plan
- Benefit for each visit 80 Actual Chargesto  Balance
$40 a visit
- Number of visits covered (must be
received within 8 weeks of last 30 Upto the number of
Medicare-Approved visit) Medicare-Approved
visits, a0t to exceed
7 each week
- Calendar year maximum 30 81,600
OTHER BENEFITS
FOREIGN TRAVEL - NOT COVERED BY MEDICARE
Medically necessary emergency care services
during the first 60 days of each trip outside
the USA
First $250 each calendar year o S0 8250
Remainder of Charges 30 80%to a lifetime 20% and
maximum bepefit  amounts over
of $50,000 $50,000 life-
time maximum
March 22, 1996
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MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service a5 an inpatient in a hospital and ends after you have been out of the hospital and have not

received skifled care in any other facility for 60 days in 2 row.

SERVICES

MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION®
Semiprivate room and board, general mursing
and misceilaneous services and supplies

First 60 days Allbut 8628 S628 (Part A 50
Deductible)
61st thru 90th day All but 157 a day 8157 a day$0
918t day and after:
- While using 60 lifetime reserve days Allbut S314 a day $314 a day$0
- Onee lifetime reserve days are used:
- Additiona{ 365 days $0  100% of Medicare-  $0
Eligible Expenses
- Beyond the Additionat 365 days $ % All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare's requirements, includ-
ing having been: in a hospital for at least 3
days and entered a Medicare-approved factlity
within 30 days after leaving the hospital.
First 20 days All approved S0 ¢
amounts
215t thru 100th day Allbut 878,50 Upto 87850 $0
aday aday
1015t day and after % % All costs
BLOCD
First 3 pints 0 3pms 0
Additional amounts 100% S0 80
HOSPICE CARE
Avaiiable as long as your doctor certifies Allbutvery 30 Balance
you zre terminally il and you electto timited coinsur-
recieve these services ance for out-
patiernt drugs and
inpatient respite
care
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APPENDIX B (CONT'D)
PLANE
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR
* Onee you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will
have been met for the calendar year.
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
MEDICAL EXPENSES - IN OR OUT OF THE
HOSPITAL AND QUTPATIENT HOSPITAL
TREATMENT, sachas
Physician's services, inpatient and outpatient
medicat and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable medicat equipment,
First $100 of Medicare-Approved Amounts * s S0 S100
(the Part B Deductible)
Remainder of Medicare-Approved Amounts Generallv 80% Generallv 20% S0
Part B Excess Charpes (Above Medicare- 50 30 All costs
Approved Amounts}
BLOOD
First 3 pints C30 Allcosts 80
Next $100 of Medicare-Approved Amounts * 80 3100 (Par B
Deductible)
Remainder of Medicare-Approved Amourts 30% 20% 50
CLINICAL LABORATORY SERVICES - BLOOD 100% Mij $0
TESTS FOR DIAGNOSTIC SERVICES :
PARTSA&B
HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
- Medically necessary skilled care
services and medical supplies 100% S0 30
- Durable medical equipment
First $100 of Medicare-Approved
Amours * 50 80 $106 (Part B
' Deductible)
Remainder of Medicare-Approved Amournts 80% 20% %0
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APPENDIX B (CONT'D)
PLANE
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

SERVICES MEDICAREPAYS ~ PLANPAYS

YOU PAY

OTHER BENEFITS

PREVENTIVE MEDICAL CARE BENEFTT - NOT
COVERED BY MEDICARE
Annual physical and preventive tasts and
services, suchas; fecal occult blood test,
digital rectal exam, mammogram, hearing
sereening, thyroid function test, influenza
shot, tetanus and diphtheria booster and
education administered or ordered by your
doctor when not covered by Medicare
First $120 each calendar year $0 s120 %0
Additional charges 9% All costs

FOREIGN TRAVEL - NOT COVERED BY MEDICARE
Medically necessary emergency care services
during the first 60 days of each trip outside
the USA
First §250 each calendar year $0 %0 $250
Remainder of Charges $0 $0%toalifetime  20%and
maximum benefit  amounts over
of $50,000 $50,000 life-
time maxinwm
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APPENDIX B (CONT'D)
PLANF

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in 2 hospital and ends afler you have been out of the hospital and have not

received skilled care in any other facility for 60 days ina row,

SERVICES MEDICAREPAYS  PLANPAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing
and misceflaneous services and supplies
First 60 days Alltn 8628 3628 (PartA $0
Deductible)
615t thru 90th day All but $157 a day $157 a day$0
91st day and after:
- While using 60 lifetime reserve days All but 8314 a day 83142 day$0
- Once lifetime reserve days are used:
- Additional 365 days $0  100%of Medicare-  $0
Eligible Expenses
- Beyond the Additional 363 days N All costs
SKILLED NURSING FACILITY CARE *
You must meat Medicare's requirements, includ-
ing having been in a hospital for at least 3
days and emered a Medicare-approved facility
within 30 days after feaving the hospital.
First 20 days Allapproved 30 0
amousls
s th 100th day Allbut $7850 Upto $78.50 $0
aday aday
101st day and after $0 50 All costs
BLOOD
First 3 pints $0 3Jpms S0
Additional amounts 100% $0 S0
HOSPICE CARE
Available 25 long as your doctor centifies Albuvery S0 Balance
you are terminally il and you elect to limited coinsur-
receive these services ance for outpatient
drugs and inpatient
respite care
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AFPENDIX B (CONT'D)
PLANT
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Onee you rave been billed §100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will
have been met for the calendar year.

SERVICES MEDICAREPAYS  PLANTPAYS YOU PAY

MEDICAL EXPENSES - IN OR OUT OF THE

HOSPITAL AND QUTPATIENT HOSPITAL
TREATMENT, such as
Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable medical equipment,
First $100 of Medicare-Approved Amounts * $0 S100 30
{the Part B Deductible)
Remainder of Medicare-Approved Amounts Generally 80% Generally 20% 50
Part B Excess Charges (Above Medicare- §¢ 1:00% S0
Approved Amounts)
BLOOD
First 3 pints 50 Aflcoss $0
Next $100 of Medicare-Approved Amourts * $0 S§100(PatB
Deductible)
Remainder of Medicare-Approved Amounts WHA% B
CLINICAL LABORATORY SERVICES - BLOOD £00% $0 0
TESTS FOR DIAGNOSTIC SERVICES
PARTSA&B
HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
- Medically necessary skilled care
services and medical supplies 100% 80 ®
- Durable medical equipment
First $100 of Medicare-Approved
Amourt * $0 $100{PantB 50
Deductible)
Remainder of Medicare-Approved Amounts 0%0% X
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SERVICES MEDICAREPAYS  PLANPAYS  YOURAY

OTHER BENEFTIS

FOREIGN TRAVEL - NOT COVERED BY MEDICARE

Medically necessary emerency care services
Guring the first 60 days of each trp cutside
the USA
First $230 each calendsr year U A
Remainder of Charges 0 3%toalfetme  20%and
maximum beneft  ampunts over
of §50,000 $50,000 ffe
tme maxmen
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APPENDIX B (CONT'D)

PLANG

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFTT PERIOD
* Abenefnperioébeginscntheﬁrstdayyoureceivesewiceasaninpaﬁemmahospiulandeadsaﬁeryeu have been otxt of the hospital and have ot

seceived skilled care in any other facility for 60 days ina row.

MEDICAREPAYS  PLANPAYS YOU PAY

SERVICES
HOSPITALIZATION®
Semiprivate room and board, general nursing
and miscellaneons services and supplies
First 60 days Allbut 8628 S628 (PatA %
Deductible)
61st thru 90th day All but $157 2 day $1572dayS0
91st day and after.
- While using 60 fifetime reserve days All but $314 a day $314 aday$0
- One lifetime reserve days are used:
- Additionzi 365 days S0 100%of Medicare-  $0
Eligible Expenses
- Beyond the Additional 365 days 50 %0 Al costs
SKILLED NURSING FACILITY CARE*
Y ou must meet Medicare's requirements, melud:
ing having been in 2 hospital for at feast 3
days and entered a Medicare-approved facility
within 30 days afler leaving the hospiial
First 20 days Allapproved  §0 50
amounts
21st thry 100th day Allbut 878.5¢ Upto $78.50 $0
aday aday
1015t day and after N % All costs
BLOOD
First 3 pints $0 Ipims S0
Additional amounts 100% %0 b))
HOSPICE CARE
Available as long as your dector certifies Alltutvery 80 Balance
you are terminally ill and you elect to firnited cotnsur-
teceive these services ance for outpatient
drugs and inpatient
Tespite care
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APPENDIX B (CONT'D)
PLAN G
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will
have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES - IN QR OUT OF THE
HOSPITAL AND QUTPATIENT HOSPITAL
TREATMENT, such as

Physician's services, inpatient and qutpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,

durable medical equipment,
First $100 of Medicare-Approved Amonnts * 30 30 $100
{the Part B Deductible)
Remainder of Medicare-Approved Amounts Generaify 80% Generally 20% 30
Part B Excess Charges (Above Medicare- 50 80% 20%
Approved Amounts)
BLOCD
First 3 pints 30 Allcosts $0
Next $100 of Medicare-Approved Amounts * 0 0 $100 (Part B
- Deductible)
Remainder of Medicare-Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES - BLOOD " 100% S0 30
TESTS FOR DIAGNOSTIC SERVICES
PARTSA & B
HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
- Medically necessary skilled care
services and medical supplies 100% S0 30
- Durable medical equipment
First S100 of Medicare-Approved S0 S0 5100 (Part B
Amournts * Deductible)
Remainder of Medicare-Approved 80% 20% 50
Amounts .
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APPENDIX B (CONT'D)
PLANG
MEDICARE (PART B)- MEDICAL SERVICES - PER CALENDAR YEAR

SERVICES MEDICARE PAYS PLANPAYS YOU PAY

AT-HOME RECOVERY SERVICES - NOT COVERED

BY MEDICARE
Home care certified by your doctor, for
personal care during recovery from an
injury or sickness for which Medicare
approved a Home Care Treatment Plan
- Benefit for each visit $0  Actua Chargesto Balance
340 a visit
- Number of visits covered (must be
received within 8 weeks of last
Medicare-Approved visit) $0  Uptothe number of
Medicare-Approved
Visits, not to exceed
7 each week
- Calendar year maximum $0  §1,600
OTHER BENEFITS
FOREIGN TRAVEL - NOT COVERED BY MEDICARE
Medically necessary emergency care services
during the first 60 days of each trip cutside
the USA
First $250 each calendar year S0 50 $250
Remainder of Charges S0 80%toalifetime  20%and
maximum benefit  amounts over
of 50,060 $50,000 life-
time maximum
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APPENDIX B (CONT'D)

PLANH

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you recetve service as an inpatient in a hospital and ends after you have been out of the hospital and have not
received skilled care in any other facility for 60 days ina row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscelianeous services and supplies
First 60 days Allbut 8628 $628 (Part A 80
Deductible)
615t thra 90th day All but $157 a day $157 aday$0
91st day and after:
- While using 60 lifetime reserve days Allbut 8314 2 day $314 2 day$0
- Once lifetime reserve days are uged:
- Additional 365 days 80 100%of Medicare- S0
Eligible Expenses
- Beyond the Additional 365 days $0 80 All costs
SKILLED NURSING FACILITY CARE *
You must meet Medicare's requirements, includ-
ing having been in a hospital for a2 least 3
days and entered a Medicare-approved facility
within 30 days after [eaving the hospital,
First 20 days All approved  $0 30
amourts
21st thru 100th day Allbw $78.50 Upto §78.50 $0
aday aday
101st day and after b All costs
BLOOD
First 3 pints $0 3pints 30
Additionai amounts 100% hit] $0
HOSPICE CARE
Awailable as long as your doctor certifies Allbutvery §0 Batance
you are terminally ill and you elect to limited coinsur-
receive these services ance for outpatient
drugs and inpatient
respite care
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APPENDIX B (CONT'D)

PLANH

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible wil]

have been met for the calendar year,

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES - IN OR OUT OF THE
HOSPITAL AND OUTPATIENT HOSPITAL
TREATMENT, such as

Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable medical equipment,
First $100 of Medicare-Approved Amounts *
(the Part B Deductible)
Remainder of Medicare-Approved Amounts
Part B Excess Charges (Above Medicare-
Approved Amounts)

30 S0

Generaily 80%
$0 S0

3100

Generally 20% 30
All costs

BLOOD
First 3 pints
Next 5100 of Medicare-Approved Amounts *

Remainder of Medicare-Approved Amounts

50 Allcosts
s so

80% 20%

$0
$100 (Part B
Deductible)
$0

CLINICAL I.ABORATORY SERVICES - BLOOD
TESTS FOR DIAGNOSTIC SERVICES

100%

S0 50

PARTSA&B

HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
~ Medicaily necessary skilled care
services and medical supplies
- Durable medical equipmment
First $100 of Medicare-Approved
Amounts *
Remainder of Medicare-Approved
Amounts

100%
s S0

80% 20%

30 $0

3100 (Part B
Deductible)
S0
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APPENDIX B (CONTD)
PLANH
MEDICARE (PART B)- MEDICAL SERVICES - PER CALENDAR YEAR

SERVICES MEDICAREPAYS  PLANPAYS YOUPAY
OTHER BENEFITS
BASIC OUTPATIENT PRESCRIPTION DRUGS -
NOT COVERED BY MEDICARE
First $230 each calendar year 0% 8
Next $2,500 each calendar year 0 0%-51250ca 0%
endar year
maxtmmin benefit
Over $2,500 each calendar year $ % Alcoss

FOREIGN TRAVEL - NOT COVERED BY MEDICARE

Medically necessary emergency care services
durmng the first 60 days of each trp outside
the USA

First $250 each calendar year $ % 0%

Remainder of Charges §0 S0%toaliftime  20%and
maximum benefit  amougts over
of $50,000 50,000 life-

time iy
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APPENDIX B (CONT'D)

PLANI

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends afier you have been out of the hospital and have not
received skilled care in any other facility for 60 days in a row,

SERVICES MEDICARE PAYS PLAN PAYS YOUPAY
HOSPITALIZATION®
Semiprivate room and board, general aursing
and miscellancous services and supplies
First 60 days Allbut$628  $628 (Part A
Deductible)
61st thru 90th day All but 8157 a day $157 a day$0
91st day and after:
- While using 60 lifetime reserve days All but $314 a day $314 aday$0
- Onee lifetime reserve days are used:
- Additional 365 days $0  100% of Medicare-  $0
Eligible Expenses
- Beyond the Additional 365 days 80 30 All costs
SKILLED NURSING FACILITY CARE *
You must meet Medicare's requirements, includ-
ing having been in 2 hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital,
First 20 days All approved 30 30
amounts
21sttheu 100th day Allbu $78.50 Upto $78.50
, aday aday -
161st day and affer $0 80 All costs
BLOGD
First 3 pints 50 3pimts 30
Additional amounts 100% 50 80
HOSPICE CARE
Available as long as your doctor certifies
you are terminally il and you elect to
receive these services Altbutvery 30 Balance
limited coinsur-
ance for outpatient
drugs and inpatient
respite care
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APPENDIX B (CONT'D)
PLANE
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will
have been met for the calendar year,

SERVICES MEMCARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES - IN OR QUT OF THE
HOSPITAL AND OUTPATIENT HOSPITAL
TREATMENT, such as

Physician's services, inpatient and outpatiers
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,

durable medical equipment,
First $100 of Medicare-Approved Amounts * S0 S0 S100
(the Part B Deductible)
Remainder of Medicare-Approved Amounts Generally 80% Generally 20% 0
Part B Excess Charpes (Above Medicare- 30 100% $0
Approved Amounts)
BLOOD
First 3 pints . S0 Alicosts 30
Next $100 of Medicare-Approved Amourts * $6 S0 S100 (Part B
Deductible)
Remainder of Medicare-Approved Amounts 80% 20% %0
CLINICAL LABORATORY SERVICES - BLOOD 100% b3 () 50
TESTS FOR DIAGNOSTIC SERVICES
PARTSA&B
HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
- Medically necassary skilled care
services and medical supplies 100% e 30
- Durable medical equipment
First $100 of Medicare-Approved s0 %0 $100 (Part B
Amourtts * Deductible)
Remainder of Medicare-Approved 80% 20% %0
Amounts
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APPENDIX B (CONT'D)
PLAN I

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
AT-HOME RECOVERY SERVICES - NOT COVERED
BY MEDICARE
Home care certified by your doctor, for
personal care during recovery from an
injury or sickness for which Medicare
approved a Home Care Treatment FPlan
~ Benefit for each visit 80 Actual Chargesto Balance
340 a visit
~ Number of visits covered (must be
received within 8 weeks of last
Medicare-Approved visit) $0 Upio the number
Medicare-Approved
visits, not to
exceed 7 each week
- Calendar year maximum 6 81,600
OTHER BENEFITS
BASIC OUTPATIENT PRESCRIPTION DRUGS -
NOT COVERED BY MEDICARE
First $250 each caiendar year 30 30 $250
Next $2,500 each calendar year 30 50% - 81,250 cal- 50%
endar year
maximum benefit
Over 52,500 each calendar year 50 30 All costs
FOREIGN TRAVEL - NOT COVERED BY MEDICARE
Medicaily necessary emergency care services
during the first 60 days of each trip outside
the USA
First $250 each calendar year 30 %0 3250
Remainder of Charges S0 80%to alifetime 20% and
maximum benefit amoumats over
of $50,000 $50,000 life-
time maximum
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APPENDIX B (CONT'D)
PLANJ
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFTT PERIOD

* A benefit period begins cn the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and have not
received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room ard board, general nursing
and miscelianeous services and supplies
First 60 days Allbut 5628 $628 (Part A %0
Deductible)
61st thru 90th day All bt $157 a day §157 aday$0
91st day and after:
- While using 60 lifetime reserve days All but $314 a day 3314 adayS0
- Once lifetime reserve days are used:
- Additional 365 days S¢ 100% of Medicare- $0
Eligible Expenses
- Beyond the Additional 365 days $ %0 All costs
SKILLED NURSING FACILITY CARE *
You must meet Medicare's requirements, includ-
ing having been in a hospital for at least 3
days and entered a Medicars-approved facility
within 30 days after leaving the hospital,
First 20 days All approved 30 80
amournts
21istthru 100th day Allbut $78.50 Upto §78.50 30
aday a day
101st day and after % 80 Al costs
BLOOD
First 3 pints $0 3pots 30
Additional amounts 100% 50 80
HOSPICE CARE
Available as fong as your doctor certifies Allbutvery $0 Balance
you are terminally ill and vou elect to limited coinsur-
receive these services ance for out patient
drugs and inpatient
respite care

March 22, 1996 Page 1291 Volume 2, Issue #12




Arizona Administrative Register
Notices of Proposed Rulemaking

APPENDIX B (CONT'D)
PLANJ
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed 8100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will
have been met for the calendar year,

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES - IN OR QUT OF THE
HOSPITAL AND QUTPATIENT HOSPITAL
TREATMENT, such as

Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,

durable medical equipment,
First 8100 of Medicare-Approved Amounts * S0 3100 s0
{the Part B Deductible}
Remainder of Medicare-Approved Amounts Generally 80% Generailv 20% S0
Part B Excess Charges (Above Medicare- 80 100% S0
Approved Amouts)
BLOOD
First 3 pints 50 Allcosts S0
Next $100 of Medicare-Approved Amoumts * 50 $100(PanB 50
Deductible)
Remainder of Medicare-Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES - BLOOD 100% 50 50
TESTS FOR DIAGNOSTIC SERVICES
PARTSA&B
HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
- Medically necessary skilled care
services and medical supplies 100% 30 b
- Durable medical equipment
First 3100 of Medicare-Approved
Amounts * 0 8100 (PanB 4]
Deductible}
Remainder of Medicare-Approved Amounts 80% 20% 50

Volume 2, Issue #12 Page 1292 March 22, 1996




Arizona Administrative Register

Notices of Proposed Rulemaking

APPENDIX B (CONT'D)
PLANJ
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

AT-HOME RECOVERY SERVICES - NOT COVERED

30

BY MEDICARE
Home care certified by your doctor, for
personal care during recovery from an
injury or sickness for which Medicare
approved a Home Care Treatment Plan
- Benefit for each visit 30 Actual Chargesto Balance
$40 a visit
- Number of visits covered {must be
received within & weeks of last ¢ Up to the number of
Medicare-Approved visit} Medicare-Approved
visits, not to
exceed 7 each
week
- Calendar year maximum 30 $1,600
OTHER BENEFITS
EXTENDED OUTPATIENT PRESCRIPTION DRUGS -
NOT COVERED BY MEDICARE
First $250 each calendar year 50 S0 s250
Next $6,000 each calendar year 30 50%-33,000cal-  50%
endar year
maximum benefit
Over $6,000 gach calendar year 50 %o All costs
PREVENTIVE MEDICAL CARE BENEFIT - NOT
COVERED BY MEDICARE
Annual physical and preventive tests and
services, such as: fecal occult blood test,
digital rectal exam, mammogram, hearing
screenting, dipstick urinalysis, diabetes
sereening, thyroid function test, influenza
shot, tetanus and diphtheria booster and
education administered or ordered by your
doctor when not covered by Medicare
First 8120 each calendar year $0 s120
Additional charges 50 30 All costs
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SERVICES MEDICAREPAYS  PLANPAYS YOU PAY

OTHER BENEFTS (continue)

FOREIGN TRAVEL - NOT COVERED BY MEDICARE

Medically necessary emergency care services
during the first 60 days of each trip outside
the USA
First $250 each calendar year 0 & §250
Remainder of Charges $0 30%to lifetime 20% and
maximum benefit  amounts over
of $50,000 50,000 lfe-
time maximue
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APPENDIX C
[Sstements

L You donot need more than one Medicare supplement golicy,

4. T vou purchase this pofiey, vou may want o evafuate vour existing heahhmme_mddeddeifvoumdmaiﬁglecov_g@gm

2, HEyovaredSorohdar-you You may be eligiblefor benefits under Medicaid and may no
need a Medicare supplement policy. . :

34, Toe benefits and e e you Mdiaespplement policy il canbe supended i et uringyur extitemen o b
under Medicaid for 24 meths, Yo st request this suspension within 90 days of becoming eligble for Medicaid. Iyou are 20 longer entitled
to Medicaid, your polcy wilf be reinstated frequested within 90 days of losing Medicaid eligiblfy,

45, Counselng serviees may be avalablein your stae o provide advice conceming your purchase
of Medicare supplemeat insurance and conceing medical assistance throush the state Medicaid
progyam, including benefts as 2 Qualified Medicare Beneficiary (OMB) and a Specified Low-frcome
Medicare Beneficiary (SLMB).
[Questions|

To the best of your knowledge,

1_ DeycuhavemoﬂmrMedjmmpp[mwﬁccheﬁ{ﬁmm orce-inaiding hoakth-corn-corvice-aontra ReH ';';“;- pHec-oFsaREzAtaN
consnet!
o Ifso, withwhich company?

b, 1fso. do vou intend to replace your current Medicare supplement poficy with this policw [certifieate]?
2 Do you bave any other heath mourance pebiies coverage that provides benefits whioh similarto this Medicare supplement policy [certificate]
reate?

& Ifso, withwhich company?
b What kind of policy?

T . . . . . . ,
i RS ER RO B FROE rmaires A=t DOHEY-- AR AR

43. Are you covered by for medical assistance throush the state Medicaid program:2

a_As a Specified Low Income Medicare Beneficiarv (SLMB)?
b. As a Qualified Medicare Beneficiary (OMB)?

¢. For full Medicad Rensfits?
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APPENDIX D
NOTICE TO APPLICANT REGARDING REPLACEMENT OF MEDICARE SUPPLEMENT INSURANCE

{Insurance company's name and address)
SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE

According to {your application] {information you have fumished), you intend to terminate existing Medicare supplement nsurance and repiace it with
a policy to be issued by {company name) Insurance Company. Your new policy will provide thirty (30) days within which you may decide without
cost whether you desire to keep the policy.

You should review this new coverage carefully, compare it with all accident and sickness Coverage you now have, Termmate-vour-presest-polioy-ilf,
after due consideration, you find that purchase of this Medicare supplement coverage is 2 wise decision, you should terminate vour present Medicare
supplement policv. You should evaluate the need for other accident and sickness coverage vou have that may dupficate this policy.

STATEMENT TO APPLICANT BY ISSUER, AGENT [BROKER OR OTHER REPRESENTATIVE]:

I have reviewed your current medical or heaith insurance coverage, Fhe-replaseme o thig-transactien-dees-net-duplicate

eoverage-+To the best of my knowledge, this Medicare supplement policy wﬂl not duglmte your e:nstmg Medlcare supplement coverage because vou

intend to terminate vour existing Medicare supplement coverage. The replacement policy is being ptmchamd for the following reason(s) (check one):
Additional benefits

No change in benefits, but lower premiums
Fewer benefits and lower premiums

Oher (please specify)

If you stifl wish to terminate your present policy and replace it with new coverage, be certain to truthfisily and completely answer all questions . - -
on the application concerning your medical and health history. Failure to inchuds all material medical information on an application may providea -
basis for the company to deny any fisture claims and to refund your premium as though your policy had never been in force. After the application has =~ -
been completed and before you sign it, review it carefuully to be certain that all information has been properly recorded. {If the policy or cemﬁcam 15 G
guaranteed issue, this paragraph need not appear.}

Do not cance] your present policy until you have received your new policy and are sure that you want to keep it

(Signature of Agent, Broker or Other Representative}*
[Typed Name and Address of Issuer, Agent or Broker]

(Applicants Signature)

(Date)

*Signature not required for direct response sales.
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Appendix F
MEDICARE DUPLICATION DISCLOSURE STATEMENTS

Instructions for use of the Disclosure Statements for
Health Insurance Policies Sold to Medicare Beneficiaries
that Duplicate Medicare

. Federal law, P.L. 103-432, prohibits the sale of a health insurance policy (the term policy
includes certificate) to Medicare beneficiaries that duplicates Medicare benefits unless it
will pay benefits without regard to a beneficiary's other bealth coverage and it includes the
prescribed disclosure statement on or together with the application for the policy.

. All types of health insurance policies that duplicate Medicare shall include one of the
attached disclosure statements, according to the particular policy type invoived, on the
application or together with the application. The disclosure statement may not vary from
the attached statements in terms of language or format (type size, type proportional
spacing, bold character, line spacing, and usage of boxes around text).

. State and Federal law prohibits insurers from selling a Medicare supplement policy to a
person that already has a Medicare supplement policy except as a replacement policy.

. Prof)erry/Casuaity and Life insurance policies are not considered health insurance.
. Disability income policies are not considered to provide benefits that duplicate Medicare.

. The federal law does not pre-empt state laws that are more stringent than the federal
requirements.

. The federal law does not pre-empt existing state form filing requirements.
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[For policies that provide benefits for expenses incurred for an accidental injury only.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance

This insurance provides limited benefits, if you meet the policy conditions, for hospital or
medical expenses that result from accidental injury. It does not pay your Medicare deductibles
or coinsurance and is not a substitute for Medicare Supplement insurance.

This insurance duplicates Medicare benefits when it pays:

e hospital or medical expenses up to the maximum stated in the policy

Medicare generally pays for most or all of these expenses.

Medicare pays extensive benefits for medically necessary services regardless of the reason
you need them. These include:

hospitalization
physician services
other approved items and services

Before You Buy This Insurance

Check the coverage in all health insurance policies you aiready have.

For more information about Medicare and Medicare Supplement insurance, review the
Guide to Health Insurance for People with Medicare, available from the insurance
company.

N For help in understanding your health insurance, contact your state insurance department or
state senior insurance counseling program.

2. L
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[For policies that provide benefits for specified limited services.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance

This insurance provides limited benefits, if you meet the policy conditions, for expenses
relating to the specific services listed in the policy. It does not pay your Medicare deductibles
or coinsurance and is not a substitute for Medicare Supplement insurance.

This insurance duplicates Medicare benefits when:
¢ any of the services covered by the policy are also covered by Medicare

Medicare pays extensive benefits for medically necessary services regardless of the reason
you need them. These include:

hospitalization
physician services
other approved items and services

Before You Buy This Insurance

Check the coverage in all health insurance policies you aiready have.

For more information about Medicare and Medicare Supplement insurance, review the
Guide to Health Insurance for People with Medicare, available from the insurance
company.

v For help in understanding your health insurance, contact your state insurance department or
state senior insurance counseling program.

<
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[For policies that reimburse expenses incurred for specifiied disease(s) or other specified
impairment(s). This includes expense-incurred cancer, specified disease and other types of
health insurance policies that limit reimbursement to named medical conditions. ]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance

This insurance provides limited benefits, if you meet the policy conditions, for hospital or
medical expenses omly when you are treated for ome of the specific diseases or health
conditions listed in the policy. It does not pay your Medicare deductibles or coinsurance and

is pot a substitute for Medicare Supplement insurance.
This insurance duplicates Medicare benefits when it pays:
* hospital or medical expenses up to the maximum stated in the policy

Medicare generally pays for most or all of these expenses.

Medicare pays extensive benefits for medically necessary services regardless of the reason
you need them. These include:

hospitalization

physician services

hospice care

other approved items and services

e & & »

Before You Buy This Insurance

V' Check the coverage in all health insurance policies you already have.

v For more information about Medicare and Medicare Supplement insurance, review the
Guide to Health Insurance for People with Medicare, available from the insurance
company.

V' For help in understanding your health insurance, contact your state insurance department or
state senior insurance counseling program.
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[For policies that pay fixed dollar amounts for specified disease(s) or other specified
impairment(s). This includes cancer, specified disease and other health insurance policies that
pay a scheduled benefit or specific payment based on diagnosis of the conditions named in the
policy.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance

This insurance pays a fixed amount, regardless of your expenses, if you meet the policy
conditions, for one of the specific diseases or health conditions named in the policy. It does

not pay your Medicare deductibles or coinsurance and is not a substitute for Medicare
Suppiement insurance.

This insurance duplicates Medicare benefits because Medicare generally pays for most of

the expenses for the diagnosis and treatment of the specific conditions or diagnoses
named in the peolicy.

Medicare pays extensive benefits for medically necessary services regardless of the reason
you need them. These inciude:

hospitalization

physician services

hospice care

other approved items and services

e = & O

Before You Buy This Insurance

Check the coverage in all health insurance policies you already have.

For more information about Medicare and Medicare Supplement insurance, review the
Guide to Health Insurance for People with Medicare, available from the insurance
company.

V' For help in understanding your health insurance, contact your state insurance department or
state sepior insurance counseling program.

<<l
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[For indemnity policies and other policies that pay a fixed dollar amount per day, excluding
long-term care policies. ]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance

This insurance pays a fixed dollar amount, regardless of your expenses, for each day you

meet the the policy conditions. It does not pay your Medicare deductibles or coinsurance and
is not a substitute for Medicare Supplement insurance.

This insurance duplicates Medicare benefits when:

* any expenses or services covered by the policy are also covered by Medicare

Medicare generally pays for most or all of these expenses.

Medicare pays extensive benefits for medically necessary services regardless of the reason
you need them. These include:

hospitalization

physician services

hospice care

other approved iterns and services

o & & @

Before You Buy This Insurance

Check the coverage in all health insurance policies you already have.

For more information about Medicare and Medicare Supplement insurance, review the
Guide to Health Insurance for People with Medicare, available from the insurance
company.

¥ For belp in understanding your health insurance, contact your state insurance department or
state senior insurance counseling program.

P
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[For policies that provide benefits upon both an expense-incurred and fixed indemnity basis. ]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

March 22, 1996 Page 1303

This is not Medicare Supplement Insurance

This insurance pays limited reimbursement for expenses if you meet the conditions listed in the
policy. It also pays a fixed amount, regardless of your expenses, if you meet other policy
conditions. It does not pay your Medicare deductibles or coinsurance and is not a substitute
for Medicare Suppiement insurance.

This insurance duplicates Medicare benefits when:

* any expenses or services covered by the policy are also covered by Medicare; or
e it pays the fixed doliar amount stated in the policy and Medicare covers the same event

Medicare generally pays for most or all of these expenses.

Medicare pays extensive benefits for medically necessary services regardless of the reason
you need them. These include:

hospitalization

physician services

hospice care

other approved items and services

¢ & & &

Before You Buy This Insurance

N Check the coverage in all health insurance policies you already have.

Y For more information about Medicare and Medicare Supplement insurance, review the
Guide to Health Insurance for People with Medicare, available from the insurance
company.

\ For help in understanding your health insurance, contact your state insurance department or
state senior insurance counseling program.
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[For long-term care policies providing both nursing home and non-institutional coverage.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance

Federal law requires us to inform you that this insurance duplicates Medicare bepefits in some
situations.

This is long-term care insurance that provides benefits for covered nursing home and home
care services. '

In some situations Medicare pays for short periods of skilled nursing home care, limited
home health services and hospice care.

This insurance does not pay your Medicare deductibles or coinsurance and is not a
substitute for Medicare Supplement insurance.

Neither Medicare nor Medicare Supplement insurance provides benefits for most long-
term care expenses.

Before You Buy This Insurance

L. 2
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Check the coverage in all heaith insurance policies you already have.

For more information about long-term care insurance, review the Shopper's Guide to
Long-Term Care Insurance, available from the insurance company.

For more information about Medicare and Medicare Supplement insurance, review the
Guide to Health Insurance for People with Medicare, available from the insurance
company.

For help in understanding your health insurance, contact your state insurance department or
state senior insurance counseling program.
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[For long-term care policies providing nursing home benefits only.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance

Federal law requires us to inform you that this insurance duplicates Medicare benefits in some
situations.

o This insurance provides benefits for covered nursing home services.
In some situations Medicare pays for short periods of skilled pursing home care and
hospice care.

s This insurance does not pay your Medicare deductibles or coinsurance and is not a
substitute for Medicare Supplement insurance.

Neither Medicare nor Medicare Supplement insurance provides benefits for most nursing
home expenses.

Before You Buy This Insurance

Check the coverage in all heaith insurance policies you already have.

For more information about long-term care insurance, review the Shopper’s Guide to

Long-Term Care Insurance, available from the insurance company.

' For more information about Medicare and Medicare Supplement insurance, review the
Guide to Heaith Insurance for People with Medicare, available from the insurance
company.

v For help in understanding your health insurance, contact your state insurance department or

state senior insurance counseling program.

<

March 22, 1996 Page 1305 Volume 2, Issue #12



Arizona Administrative Register
Notices of Proposed Rulemaking

[For policies providing home care benefits only.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance

Federal law requires us to inform you that this insurance duplicates Medicare benefits in some
situations.

o This insurance provides benefits primarily for covered home care services.
In some situations, Medicare will cover some health related services in your home and
hospice care which may also be covered by this insurance.

o This insurance does not pay your Medicare deductibles or coinsurance and is not a
substitute for Medicare Supplement insurance.

Neither Medicare nor Medicare Supplement insurance provides benefits for most services
in your home.

Before You Buy This Insurance

Check the coverage in all health insurance policies you already have.

For more information about long-term care insurance, review the Shopper’s Guide to

Long-Term Care Insurance, available from the insurance company.

v For more information about Medicare and Medicare Supplement insurance, review the
Guide to Health Insurance for People with Medicare, available from the insurance
company.

Y For help in understanding your health insurance, contact your state insurance department or

state senior insurance counseling program.

R -
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[For other health insurance policies not specifically identified in the preceding statements.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance

This insurance provides limited benefits if you meet the conditions listed in the policy. It does

not pay your Medicare deductibles or coinsurance and is not a substitute for Medicare
Supplement insurance.

This insurance duplicates Medicare benefits when it pays:
* the benefits stated in the policy and coverage for the same event is provided by Medicare
Medicare generally pays for most or all of these expenses.

Medicare pays extensive benefits for medically necessary services regardless of the reason
you need them. These include: '

hospitalization

physician services

hospice care

other approved items and services

Before You Buy This Insurance

Check the coverage in all health insurance policies you already have,

For more information about Medicare and Medicare Supplement insurance, review the
Guide to Health Insurance for People with Medicare, available from the insurance
company.

v For help in understanding your health insurance, contact your state insurance department or
state senior insurance counseling program.
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